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SOME ASPECTS OF TUBERCULOSIS IN EX-SOLDIERS.* 






By W. H. STEEL, M.B., B.S., (Melbourne), 


Medical Superintendent, Repatriation ease 
Stanthorpe. 














Ir is not proposed to go over the whole ground 
of tuberculosis in ex-soldiers, but only over those 
points which have more or less thrust themselves 
under my notice during the last three years whilst 
acting as medical officer at the Repatriation Sana- 
torium, Stanthorpe. 

Tuberculosis in soldiers sculls itself very 
much as in civilians except that a larger percentage 
of the patients show a tendency to slow, chronic, 
fibroid conditions characterized by only occasional 
pyrexia, not much loss of weight, definite dyspnea 
on exertion, persistent but not very troublesome 
cough and copious sputum. It is also more of a 
secondary condition in so far as in the great ma- 
jority of cases there appear in the histories records 
of severe single exposure to gas, repeated minor ex- 





















long periods with indifferent food. There also 
appear the sequel of these conditions in the form 








1Read at a meeting of the ‘Queensland Branch of the British 
Medical Association on September 7, 1923. 


posures, exposures to cold, wind and moisture over 





of pneumonia, pleurisy, “influenza,” repeated bron- 
chial infections and pyrexia of unknown origin. Gas 
has been responsible for a very much smaller per- 
centage of the trouble than seems to be the general 
idea. My estimate is that gassing is a in the 
history in only between 20% and 25% of those 
affected by tuberculosis. 
Diagnosis. 

Differential diagnosis has been by far the most 
difficult problem. 

In civilian practice the patient usually presents 
himself with practically. an initial condition, with 
perhaps a recent history of pneumonia or influenza, 
though the illness itself has probably been existent 
for twelve months or longer with or without the 
patient’s knowledge. In ex-soldiers the diagnosis 
has to be differentiated from the uncomplicated 
fibrosis of lung and heart following exposure to 
poison “gas” and from fibrosis following a chronic 
bronchitis or other condition. The toxic symptoms, 
loss of weight, sweats, poor appetite, weakness, ner- 
voushess and dyspneea are much more pronounced 
in the civilian in comparison with the lung signs 
than they are in the soldier. In general practice a 
train of these toxic symptoms with definite signs 
at one apex must lead to a diagnosis of probable 
tuberculosis.. In the soldier we cannot be half as 
sure of the diagnosis. Loss of weight, sweats and 
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general lack of tone are, as a rule, much less pro- 
minent than dyspnea, cough and sputum. These 
opinions, it is realized, are open to criticism, but 
they have been formed during a careful observation 
of about five hundred patients in the sanatorium. 


Coming to differential diagnosis itself I am con- 
vinced that one of the most important procedures 
is that of repeated examination of the sputum. It is 
common to see patients whose sputum has only been 
examined six times or less without the detection of 
tubercle bacilli and whose condition has been diag- 
nosed for a period of six months or more as being 
due to pulmonary tuberculosis. Twenty examina- 
tions are not too many. Five hundred examinations 
have been performed in this sanatorium in two 
years with an average of fifty in-patients and this 
number is regarded as being by no means too large. 
It is not sufficient to instruct the patient to save an 
early morning specimen for the bacteriologist on 
only one occasion. It is common for the sputum of 
a patient with active disease to contain no demon- 
strable tubercle bacilli on three or more mornings 
and for the bacteriologist to report subsequently 
the presence of many such organisms. The routine 
at this institution is for the medical officer to see 
daily the twenty-four hours’ ‘specimen of sputum of 
the patient under treatment. Every likely specimen, 
judged from macroscopical appearance, is sent to the 
laboratory. Specimens obtained during even a mild 
exacerbation, after some gross over-exercise, after or 
during a hemorrhage or after a diagnostic injection 
of tuberculin have been found to be more likely to 
contain tubercle bacilli than those obtained at other 
times. Pottenger“ advises the collection of all 
sputum during seventy-two hours. He also advises 
the performance of elaborate digestion and concen- 
tration treatments. This is certainly to be recom- 
mended when the circumstances permit. For prac- 
titioners performing their own examinations the 
following method is useful to avoid the staining of 
fingers. The film is made and fixed on an ordinary 
slide and the slide is placed in a test tube with a 
diameter of about three centimetres. Sufficient 
carbol-fuchsin (Ziehl-Neilsen) is added to cover the 
film. The whole is heated until steaming occurs and 
the solution will retain sufficient heat to complete 
the staining in the usual five minutes. Ziehl-Neilsen 
staining can then be completed. If necessary the 
whole operation may be performed in the test tube 
at the examiner’s discretion. Microscopical exam- 
ination is rendered easier if a concentrated solution 
of picric acid is used for counterstaining as advised 
by Shoub.@ 

The physical signs in tuberculosis have been dealt 
with extensively in the literature of the subject, so I 
will only emphasize that we cannot wait for the 
appearance of physical signs of activity before mak- 
ing a diagnosis, especially in ex-soldiers. Repeatedly 
patients are seen who have tubercle bacilli in the 
sputum, who are spitting blood, sweating and losing 
weight and have ninety to one hundred and twenty 
cubic centimetres daily of muco-purulent sputum, 
but have as physical signs only areas of dulness or 
changed breath sounds. These signs cannot be re- 
garded as very helpful when differential diagnosis 





NOVEMBER 17, 1923. 


must be made from post-gas fibrosis or old-standing 
chronic bronchitis. . When persistent adventitious 
rales are present or areas of dulness and changed 
breath sounds are extending, diagnosis is easier, 


This branch of the subject cannot be passed over 
without some mention of the value of X-ray exam- 
ination. I am convinced of the helpfulness of it, 
especially in the early stages of the disease. The 
shadows thrown are typical before the physical signs 
become so; but X-ray reports should be read in con- 
junction with all other clinical data, especially the 
history. I am still uncertain whether active disease 
can be distinguished from inactive disease by means 
of the skiagram. By examination of plates taken 
at long intervals an estimate can be formed as to 
whether the increase in fibrous tissue has been minor 
or extensive. A certain amount of increase is to be 
expected in a patient who has done well and perhaps 
settled down during a prolonged period of treat- 
ment. During the past twelve monthe it has been 
my good fortune to go over with Dr. Nisbet some 
of the plates of patients who were under my care. 
In nearly all other patients I have had the plate and 
his report. In many instances I have been thus 
enabled to locate by repeated examination adventitia 
which would have and had been missed. In all cases 
of suspected early disease I consider that a skiagram 
should be taken and the report thereon used in con- 
junction with the other data available. Screening 
is also valuable, but I cannot speak from an exten- 
sive personal experience. 


Of some assistance in establishing the diagnosis is 
the subcutaneous injection of tuberculin. Powell 
and Hartley“ consider a focal reaction diagnostic 
of an active lesion. I would like to emphasize the 
necessity for great care in carrying out this test. 
The usual doses are 0.2, one, five and ten milli- 
grammes of Koch’s old tuberculin. Patients not 
reacting to ten milligrammes are considered non- 
tuberculous. Pottenger® recommends careful and 
systematic taking of temperatures for some days 
prior to commencing the test. Tuberculin should 
not be injected while the patient has fever. Patients 
showing a tendency to react to the smaller doses as 
suggested above, should have the doses increased 
more gradually. Even then alarming reactions occur 
from time to time and these may necessitate the 
patient spending a week or more in bed. It is felt 
that such a reaction must do some harm to the 
patient, so this aid to a diagnosis should not be 
used if it can be possibly be avoided. The specificity 
of the test is the subject of wide variation of 
opinion among the writers on the subject. Powell 
and Hartley and Pottenger on the one hand con- 
sider it of great value; Fishberg“ and Hamman 
and Wolman on the other doubt its value, to say 
the least of it. Personally I prefer to see either a 
very definite rise in temperature of at least 1° C. 
with malaise or a focal reaction or a definite sug- 
gestion of a local reaction before classifying the con- 
dition as probably active tuberculosis. Much more 
extensive investigation must be carried out before 
this method of investigation can be discarded or 
used as of definite value. In the meantime we must 
make use of it for what it is worth. 
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The extent of the occurrence of hemoptysis as an 
early symptom calls for a few remarks. After other 
causes of true hemoptysis have been excluded, this 
sign occurring with other suggestive signs and 
symptoms should be regarded with great suspicion ; 
the patient should at least be kept under occasional 
observation for about a year. 

Prognosis. 


The prognosis as regards life seems to be moder- 
ately good. This may have been influenced by the 
fact that the men had to attain some standard of 
physical fitness before being accepted for the Aus- 
tralian Imperial Force. The possibilities of “arrest” 
are also moderately good when sanatorium treat- 
ment has been carried out. In an analysis of two 
hundred’ patients admitted successively with tuber- 
culosis in all its varieties “arrest” was found 
to have occurred in 42%, definite improve- 
ment occurred in 23% and 12% remained unim- 
proved. These results were obtained during a period 
in which 14% of patients were required to leave 
the institution for breaches of discipline. The pro- 
portions of early, advanced and very advanced in- 
fections on admission were roughly 25%, 50% and 
25% respectively. It is interesting to note that the 
condition in 80% of the patients in the early stages 
of the disease was arrested. A rough estimate of 
the patients who retrogress after discharge, as 
judged from examination about six or twelve months 
later, amounts to 50%. Of course all these patients 
were assisted by pensions of various magnitudes. 

Figures in connexion with a return to full working 
capacity are hard to obtain. Using exercise toler- 
ance as a basis, I have found that patients with a 
localized lesion, no matter how advanced, do better 
than those in whom the disease shows a tendency 
to be diffuse, even when the degree of toxemia has 
been much less in the latter than in the former type 
of case. The length of the period of estimated 
activity seems to play an even bigger part than the 
degree of extension in the lung. It is suggested that 
there occurs in the heart muscle permanent fibrous 
changes due to the continued toxemia coupled with 
gross overexercise (as usually occurs in the routine 
of life) by the patient who is unfortunately ignorant 
of the damage he is doing. 

At this stage I would like to invite discussion on 
the subject of the cause of the dyspnea which is 
often so noticeable in these cases of fibrosis, tuber- 
culous and otherwise. I am of the opinion that it 
is due to a permanently damaged heart muscle and 
not to the amount of fibrosis of the lung. Of course 
I exclude cases in which emphysema is present. 

Treatment. 

Coming now to treatment, I feel that the subject 
of climate must be mentioned. Schwatt™ considers 
that there is no specific climate for the treatment 
of pulmonary tuberculosis. I agree with him, but 
consider that the climate must be cool, provided that 
the location of the patient’s home or the sanatorium 
is such that there is protection from winds. It has 
been quite noticeable at Stanthorpe that patients 
do better during the winter, despite frequent strong 
piercing winds, than they do in the summer, and 
the summer cannot be classified in the least degree 











as uncomfortably hot, except during six or seven 
days at the most. Referring to the rest of Queens- 
land I cannot but feel that sending patients to the 
west is not wholly wise. In the first place the 
journey is rather strenuous, secondly when the 
patient arrives there good living is moderately ex- 
pensive to the average man. Further, a certain 
amount of “roughing it” is necessary and the fact 
that so many men do well is a tribute more to their 
vitality than their wisdom. I consider that patients 
requiring a period of convalescence should be sent 
out of a town into the country for as long as neces- 
sary. I also think that there are plenty of suitable 
locations within twenty or thirty miles of Brisbane. 


For the guidance of practitioners asked for advice 
regarding the climate at Stanthorpe and district, I 
might state that in my opinion it has no special 
qualifications. The summer is admittedly better 
than most, but the winter has a tendency to drive 
patients who should be in the open air, to sit over 
fires and into closely shut rooms. Milk is a costly 
item, even if a cow is kept. Eggs are also expensive. 
Meat is cheap, but other foodstuffs are considerably 
dearer than at localities nearer to Brisbane. For 
those whose financial state, or as I should say, un- 
financial state forces them to do some work, earning 
a livelihood is an extremely difficult task as far as 
I am able to judge. Orcharding entails too much 
hard labour for even a patient with arrested tuber- 
culosis and most of those already in the district 
(there are many suffering from pulmonary disease) 
find themselves unable to afford sufficient hired 
labour to do the more strenuous work. 


In discussing treatment I propose to bring under 
notice methods of treatment culled mostly from 
Fishberg, Powell and Hartley, Patterson and Pot- 
tenger, which I have adopted and varied as experi- 
ence has dictated. 

The most important part of treatment is still a 
proper adjustment of rest and exercise together 
with fresh air and good food. A long rest period, 
say from two to four in the afternoon, as suggested 
by Pottenger, is not necessary for a patient who 
has no fever, but rest periods before and after every 
meal should be compulsory. When the mouth tem- 
perature taken carefully is persistently over 36.6° C. 
(98° F.) in the early morning, id est before the 
patient has indulged in any activity, he must be 
confined to bed. Should this early morning fever 
persist for a considerable time, it is an indication 
that treatment will be very prolonged and that the 
end result is likely to be less satisfactory, even if 
the maximum temperature is comparatively low. 
This early morning pyrexia is taken as an indica- 
tion that toxemia cannot be controlled by rest. The 
difficulties of treatment are thus considerably in- 
creased. No matter how high the afternoon tempera- 
ture may be, there is always a reasonable hope of 
being able to arrest the disease in a patient with a 
low morning temperature. Sometimes pyrexia of 
this type may persist for as long as two or three 
months. When this occurs, I am in the habit of 
permitting the patient to sit out of bed for about 
half an hour each morning and unless contra- 
indicated by pleurisy or badly damaged myocardium 
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to stroll about the room or ward for about ten min- 
utes always, of course, with an attendant present. 
The amount of exercise to be prescribed for 
patients suffering from active tuberculosis is the 
subject of wide variation by various writers. The 
advice given to patients at Stanthorpe is: “Do as 
much exercise each day as you comfortably can as 
a routine without any suggestion of tiredness or 
shortness of breath and without developing pains in 
chest, increased cough or any temperature over 
37.2° C. (99° F.).” With Patterson’s method of 
graduated exercise I am inclined to believe that the 
patients are over-exercised. This, I think, was sug- 
gested by Dr. Stewart in 1921. Certainly with 
Patterson’s scheme high exercise tolerance is devel- 
oped, but I think that the patient’s lesion would 
become quiescent less slowly if about 25% less exer- 
cise were permitted than is entailed by detailed ad- 
herence to Patterson’s ideas. I am convinced, how- 
ever, that patients do better under his scheme than 
when not ordered organized exercise at all. This 
applies to patients out of sanatoria as well as those 
undergoing treatment in such places. Too often 
whilst taking histories of patients the fact is elicited 
that no suggestion of routine prescribed exercise has 
previously been made. In neglecting this side of 
therapy we are losing a more important aid than 
the pharmacopeia or hypodermic syringe with vac- 
cines, specific or otherwise, can give us. All writers 
are agreed as to the value of fresh air, good food 
and rest. Exercise is not given half the prominence 
it deserves and its use is much too often overlooked. 
Much has been said of the relative values of rectal 
and mouth temperatures. For practical purposes 
the recording of the mouth temperature is perfectly 
satisfactory if reasonable care be taken to leave the 
thermometer in the closed mouth for about ten 
minutes. Occasional and solitary excursions of the 
temperature over the maximum normal limits can be 
safely overlooked in the graduating of exercise. I 
have found it better to permit the patient to work 
on at some minor temporary disadvantage to his 
lung and heart muscle than to frighten him and 
upset his routine. It is usual to advise as well 
that the patient perform in the afternoon only half 
the exercise which he has performed in the morning. 
It is noticeable that fatigue and breathlessness are 
more easily induced in the afternoon than in the 
morning. This, of course, is to be expected. The 
physician should, if he. is able, make a point of 
observing the patient during the carrying out of his 
exercise for the purpose of bringing objective dys- 
pnoea under the notice of the patient if it is present. 
Many of these patients are unaware of dyspnea, 
they have become so used to it that it is not obvious 
to them. Experience has shown that there is a 


tendency to exercise at too rapid a rate. Walking is | and outs of each patient’s make-up. The sanatorium 


hour. Hill-climbing even on very moderate grades _ is more useful for its educative power than for its 


best indulged in at 3.2 kilometres (two miles) per 


should be carried out with frequent rests. Patients 
who are permitted to work, but cannot force them- 
selves to do so slowly, should be given some other 
more suitable task. It is often found that they can 
accomplish twice as much actual work per day if 
they can only be persuaded to work at half the 
speed. 











ses 


At Stanthorpe, the first grade of exercise is 
walking along a level track. This track is only about 


| three hundred metres long and is “blind.” This is 


fortunate, as the tendency is for patients to returp 
to their chairs on the first indications of fatigue, 
When a patient can do about six and a half kilo. 
metres to the satisfaction of the medical officer, he 
is put on to grade two. In grade two he is permitted 


| to walk about the roads and bush tracks. Most of 
_ these are slightly undulating. When ten miles is 


his capacity, he is put on to light gardening, poultry 
tending, outdoor painting et cetera for periods of at 
first one hour, then two and three and four hours; 
the remainder of his daily exercise is completed by 
walking. Some patients never get beyond this 
grade. The toxemia of heart muscle having been 
prolonged, partial incapacity probably becomes per- 
manent. In the patients who are progressing, 
heavier exercise is prescribed as the patient’s condi- 
tion dictates. 


Quite a definite factor in graduated exercise is 
the mental occupation it provides. When the 
patient’s limit of exercise has been reached each day, 
I have endeavoured to encourage him to fill in the 
rest of his time with needlework, leatherwork, chip 
carving and such occupations which have not called 
for much physical effort. Much has yet to be said 
about occupational therapy, but its value is like 
exercise itself very definite. I have found patients 
to do better on constructive tasks than on such exer- 
cises as carrying stones from heap to heap. Ex- 
soldiers object to the latter variety of work and on 
the few occasions I have tried it, I have been 
approached by the patients and asked to put them on 
to such work as road and path making et cetera. As 
Patterson remarks, there is a tendency under the 
circumstances of lazy patients doing much too little 
and the others doing far too much. I have been 
fortunate in never having too many patients at a 
time to allow adequate supervision. Those patients 
who deliberately avoid prescribed exercise, are not 
worth worrying about. No matter how good the 
results of treatment forced upon them are, they will 
inevitably retrogress on supervision being removed. 
The patient’s degree of common sense and his tem- 
perament play a much bigger part in the cure of 
the disease than the skill of the physician, but the 
patient’s common sense and temperament can be 
very much influenced for the better by the physician. 
Prolonged and often disappointing labour on the 
part of the physician is entailed in dealing with 
each patient. It is here that the great value of the 
sanatorium is demonstrated. Psycho-therapy can be 
carried out best when the physician sees so much of 
each patient that with any degree of enthusiasm at 
all he must have a maximum knowledge of the ins 


capacity to produce “arrests.” -It takes anything 
from two to five years to produce absolute arrest in 
active conditions. Patients cannot be kept in sana- 
torium for these periods. 


Whilst on the subject I would like to outline those 
exercises and tasks which I have been in the habit 
of forbidding. I advise the patient to do nothing 
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in his immediate future which will entail deep 
preathing or holding of the breath. We know that 
surgical tuberculosis does best on absolute im- 
mobilization. This is impossible, of course, in pul- 
monary disease. Pneumo-thorax aims at rest for 
the diseased lung. Stewart‘ utilizes splints to 
limit movement. I consider it rational, therefore, to 
urge minimum chest movements. It is extremely 
difficult to know when the fibrous tissue produced in 
healing is strong enough to withstand the exag- 
gerated lung movement associated with strenuous 
exercise or deliberate deep breathing. 


The same argument holds in regard to exercises 
entailing closing of the glottis. Ax work is there- 
fore forbidden to patients whose condition is 
arrested and those in whom it is active. Occupa- 
tions entailing heavy lifting are also forbidden. 
Horse riding is forbidden as likely to entail occa- 
sional violent exercise. Car cranking has been pro- 
ductive of much trouble in half a dozen patients 
that have come under my notice in the last three 
years. Most intelligent patients can soon work out 
for themselves the things to be evaded, if the reasons 
are made clear to them. 


Sun bathing is of undoubted efficacy in pulmonary 
tuberculosis. In the type of patients coming under 
my notice the extreme care in dosage as advised by 
Pottenger and by Rollier has been found to be un- 
necessary ; five minutes’ initial exposure of the chest 
whilst walking about is perfectly safe. Rapid daily 
increases of as much as two hours per day are easily 
tolerated. Sitting about in the sun produces too 
much lassitude. Many patients are working at 


Stanthorpe with as much as six hours per day chest | 


When such treatment is thoroughly car- | 
| Further the other methods of treatment are often 


exposure. 
ried out, the effect on pleuritic pains is magical. I 
cannot call to mind one instance in which pleurisy 
or pleuritic pain has developed for the first time 
when this therapy has been used. When a patient 
shows a tendency to mild pyrexia sun baths are 
carried out for the first fortnight with the chest 
covered by very thin cotton singlet. 
I have not seen a ‘patient who was harmed by ex- 
tensive sun baths. 


Hemoptysis has always been treated rigorously 
with rest. Rest in bed for two days after cessation 
of all signs of blood, two days’ further rest with 
only a minimum amount of exercise and careful ob- 
servation for a week has been the practice. I have 
only been called from my bed for hemoptysis on 
two occasions in three years at Stanthorpe. At 
Macleod where we were not so insistent on so much 
rest, I was called at least six time in twelve months 
though the number of beds occupied was only about 
twice as many. Of course other factors such as the 
type of infection may have helped accentuate the 
difference. Daily viewing of sputum has enabled 
me to put to bed many patients whose blood spitting 
would previously have been overlooked. Rest, either 
supine or sitting in bed, is the main part of treat- 
ment. Reassurance of the patient is the next in 
importance. I invariably adopt a casual attitude to 
the patient irrespective of the prognosis. I have 
even gone so far as chiding him as a nuisance. 


} 


In three years | 








Treatment by drugs occupies a minor position, and 
hemorrhage usually ceases of its own accord. An ice 
bag to the chest is, as Fishberg says, mainly of value 
in giving the patient something to do. Iced drinks 
also belong to psycho-therapy. Night sweats have 
been satisfactorily treated with rest and atropine. 
Chronic constipation, a common condition, respond< 
very satisfactorily to paraffin. Other aperients in 
effective doses have a tendency to produce too much 
looseness of the bowels and loss of fluids. This is 
easily understood when as agreed by most investi- 
gators such a huge proportion of patients with active 
tuberculous lesions have some intestinal condition. 
I have noticed that when paraffin is used to replace 
other aperients, the fleeting colicky pains do not 
occur. Satisfactory opening of the bowels is abso- 
lutely essential in tuberculosis, which is a disease 
characterized by chronic toxemia. 


The treatment of septic oral conditions must be 
completed as early in treatment as possible. Of the 
persons who go through my hands 70% have oral 
sepsis of some degree. I am of the opinion that oral 
cleanliness is more important than complete den- 
tures. I have seen many patients whose improve- 
ment in health dated from the extraction of all teeth, 
though dentures were not provided for three months 
or more. 


Tuberculin injections are still advocated by many 
writers. I have given this mode of treatment an 
extensive trial over six months, but am convinced 
it is not of much definite value. It is a form of 
psycho-therapy and psycho-therapy can be practised 
in safer and just as satisfactory ways. The patients 
so treated undoubtedly develope high tuberculin 
tolerance, but the healing process is not accelerated. 


completely neglected or ignored by patient and 
medical attendant when tuberculin treatment is 
used. Carefully given it is not a particularly dan- 
gerous procedure. The toxemia maintained just 
about balances what immunity is conferred. The 
Dreyer preparations, however, as far as one can 
judge, look promising. 

Medication plays only a minor part in the treat- 
ment of tuberculosis. 
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THE TREATMENT OF SOME COMMON DISTURBANCES 
OF SEXUAL FUNCTION IN THE MALE. 


By Norman M. Gisson, O.B.E., M.B., 
Honorary Assistant Medical Officer to the Venereal 
Department, Royal Prince Alfred Hospital, 
Sydney; 


AND 


By C. J. Witey, M.B., 

Honorary Assistant Medical Officer to the Venereat 
Department, Royal Prince Alfred Hospital, 
Sydney; Honorary Assistant Surgeon 
for Venereal Diseases, Royal 
North Shore Ho&pitai 
of Sydney. 


Tue greater number of sexual disorders which 
come to the notice of the medical practitioner and 
which are amenable to treatment, fall under the 
heading of what were formerly clasified as sexual 


been drawn to certain pathological changes in the 
uro-genital tract as a basic cause of many of these 
conditions. Owing to the natural association in the 
lay mind between disease and disability of the 
sexual organs, it is not surprising that many suf- 
ferers from sexual troubles seek the advice of a 
specialist in venereal diseases. When the disability 
complained of is associated with a recognizable 
pathological condition in the uro-genital tract, in 
the vast majority of cases it is amenable to treat- 
ment, but when no local cause can be recognized and 
the patient is of neurotic type, it has to be admitted 
that there is not the same favourable outlook. The 
recognizable local lesion in the male is located in 
most cases in the posterior part of the urethra. The 
verumontanum and prostatic portion of the urethra, 
prostate gland and seminal vesicles have a rich nerve 
supply from the prostatic plexus, which communi- 
cates through the pelvic plexuses with the hypo- 
gastric plexus. From this consideration it is easy 
to imagine how irritation of peripheral nerve ter- 
minals in the posterior portion of the urethra can 
give rise to subjective sensations of varied char- 
acter and distressing disturbances of sexual 
function. : 


The cases calling for local treatment of the uro- 
genital tract are due in the main to three causes: 
(i.) Gonorrhea, (ii.) masturbation, (iii.) coitus 
interruptus. The symptoms produced by and 
dependent on the pathological lesions arising from 
these causes are not to be confused with the symp- 
toms associated with the condition of sexual 
neurasthenia. 

Gonorrhea. 


In gonorrhea it is very seldom that the veru- 
montanum or colliculus seminalis escapes involve- 
ment in the inflammatory process. In relatively few 
cases does gonorrhea affect the anterior portion of 
the urethra only and it can safely be said that more 
patients suffering from gonorrhea are affected with 
a vesiculitis than escape it. As this condition fre- 
quently persists a very long time, owing to failure to 





| great mental effort. 





recognize it, it is only to be expected that reactive 
changes in the verwmontanum should occur from the 
inflammatory products pouring through the ejacu- 
latory ducts over it. If such a urethra be examined 


| by the posterior urethoscope, one sees soft infiltra- 


tion of the mucous membrane and often granulations 
and polypi. 
That these changes should give rise to sexual dis- 


| orders is not surprising, when we consider the rela- 
| tion of the rerumontanum to sexual sensibility. The 

symptoms complained of are usually imperfect 
| erection and precipitate ejaculation. Occasionally, 
| localized inflammatory areas in the urethra are the 
_ source of reflex irritation resulting in frequent 
| seminal emissions. 


As a cause of acquired sterility, gonorrhea must 


| be counted as the most fruitful. Neisser regards the 


disease as responsible for from 40% to 50% of all 


_ childless marriages. In the case of the male atten- 
| tion may be drawn to the frequent implication of 


f _ ejaculatory ducts, seminal vesicles, vasa deferentia 
neuroses. In recent years, however, attention has | 


and epididymes. Double epididymitis usually but 


| not always results in sterility, but apart from this 
| continued inflammation of the ejaculatory ducts, 
| may result in occluding stricture. 
| is some evidence to show that persistent catarrh 


Further, there 


of the lining membrane of the ducts and vesicles may 


| also produce sterility. If a stricture forms in the 
| ejaculatory ducts, the patient may then complain 


of pain during ejaculation. 


Masturbation. 


Masturbation is the most widespread of all -the 
sexual malpractices. In essence it is simply an exag- 
geration of a normal process. Every stimulation of 
the external genitals causes a corresponding stimu- 
lation of the nervous sexual centres, which in turn 
produce an erection of the erectile structures in the 
posterior portion of the urethra. The congestion 
thus engendered causes hypersensitiveness and in the 
mentally predisposed individual leads to masturba- 
tion. ‘ : 


As regards the production of a pathological state 
the main factor here is the frequency with which 
the act is capable of being repeated. There are, 
however, important differences between masturba- 
tion and normal coitus. One is that the former is 
generally initiated at or before puberty when the 
whole organism is in a developmental or immature 
state. Furthermore, the erotic impression which in 
normal coitus comes spontaneously, here requires 
But apart from frequency of 
repetition, probably the most important difference is 
that the sexual crisis tends to be shortened. Fol- 


| lowing normal coitus there is complete deplethoriza- 


tion of the posterior urethra, but after the shortened 
orgasm, congestion remains. This is, in fact, the 
all-important factor in the production of the patho- 
logical state, a frequently produced orgasm accom- 
panied by incomplete deplethorization. This con- 
gestion of the seat of sexual sensibility results in 
hyperesthesia which further stimulates the indi- 
vidual to repeat the act, and thus there is produced 
in time a vicious circle, as.a result of which it may 
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pecome difficult or impossible for the mentally 
susceptible not to masturbate. 


The symptoms vary according to the extent of the 
pathological lesion, but their severity also depends 
on the nervous constitution of the patient. In the 
highly strung, neurotic individual these disabilities 
and subjective sensations are apt to become a source 
of the greatest worry and anxiety. His mind is over- 
shadowed and obsessed by the contemplation of his 
disabilities and his sexual powers at vanishing point, 
he becomes a prey to the deepest dejection. Fre- 
quently, being ashamed of his condition, he does not 
boldly state his case and the story has to be drawn 
from him by careful questioning. Frequently also, 
projected matrimony renders the patient more appre- 
hensive and sensitive of his condition. Complaints 
of vague pains are common, especially in the urethra 
and about the perineum. Sometimes they shoot into 
the testicles. Micturition may be difficult and pain- 
ful and occasionally followed by slight hematuria. 


Some will complain that in the presence of women 
there is an ecsapeofsemen quite apart from erection ; 
others that erection is incomplete and ejaculation 
premature. In others less fortunate there is already 
impotence owing to erection being impossible. The 
introspective patient may complain of loss of 
memory, for outside events pass him by without 
engaging his full and normal attention. Moreover, 
as a result of his introspection he feels weakness, 
dizziness and the like. It is not reasonable, how- 
ever, to ascribe these symptoms, as is sometimes 
done, to masturbation. 


On examination, the urine may often be found 
loaded with phosphates. If the seminal vesicles 
and prostate gland are palpated per rectum, they 
may or may not be found enlarged. The outstanding 
feature is the notable hyperesthesia and this hyper- 
sensitiveness affects in fact the whole urethra, 
especially the prostatic portion. On this account 
any manipulation of the patient’s uro-genital tract 
must in the first instance be extremely gentle. 


Coitus Interruptus. 

The practice of withdrawal is a very old and 
widely adopted sexual practice. Economic necessity 
frequently makes some method of birth control desir- 
able, but though this method is more objectionable 
than any of the others, since it requires no apparatus 
or preliminary preparation, it is the easiest method 
to adopt. 


As a rule, patients never remotely suspect that 
such a practice can do any harm, for there are few 
who recognize that Nature invariably exacts tribute 
for contraventions of her physiological laws. In 
normal coitus the seminal vesicles are almost com- 
pletely emptied of their contents and the erection 
centre is left in a condition of complete quietude. 
At the same time the mucous membrane of the pos- 
terior portion of the urethra, which becomes mark- 
edly turgescent before and during coitus, becomes com- 
pletely deplethorized. In coitus interruptus there is 
restraint at a stage when there should normally be 
complete abandonment and the seminal vesicles are 
not as completely emptied as during normal coitus. 








Similarly the mucous membrane does not become 
completely deplethorized and therefore more or less 
congestion remains. As a result the normal tem- 
porary quietude of the nervous centres is interfered 
with and the act is repeated more frequently than 
would otherwise be the case. 


Thus a vicious circle is set up and.though the 
ill-effect of each single performance may be small, 
if practised over a long period, we get in the end a 
summation of effect. As a result of continuous 
impulses from the posterior portion of the urethra 
the erection centre remains in a state of hyper- 
excitability. Ordinarily the erection centre does not 
send out impulses to the ejaculation centre until a 
certain minimum sum total of impulses has been 
received from the genito-urinary organs and cereb- 
rum; but in the hyperexcitable condition of the 
erection centre this effect occurs early and thus we 
get rapid ejaculation or premature ejaculation with 
little or no erection. This end result only occurs, of 
course, as a result of repeated breaches of the normal 
physiological act over a considerable period of time. 


Premature ejaculation is the sequel to rapid 
ejaculation, while impotence follows later. This 
latter disability results from exhaustion of the ner- 
vous centres controlling erection, due to prolonged 
period of hyperexcitability. 


The severity of the symptoms here likewise 
depends not only on the extent of the pathological 
lesion, but also on the nervous constitution of the 
patient. It would appear that in 90% of cases 
where coitus interruptus is habitually practised, it 
is accompanied by an anxiety neurosis in one or 
both partners. 

The physical signs observed in patients suffering 
disability as a result of practising coitus interruptus 
are similar to those described in patients as a result 
of masturbation. 

Treatment. 

Owing to the usually profoundly depressive effects 
of sexual disability, the first essential is to offer a 
sympathetic ear to the patient and obtain his con- 
fidence. Many who seek advice, have the impression 
that their case is hopeless; therefore they need re- 
assurance as to the prospects of relief. 


If gonorrhea is responsible for a pathological 
condition of the posterior portion of the urethra and 
its adnexa, then treatment appropriate to the con- 
dition should be instituted. 


Most of these patients have chronic vesiculitis, in 
the management of which adequate drainage is the 
primary consideration. To this end the medical 
attendant should practise regular expression of the 
contents of the vesicles, together with dilatation of 
the posterior part of the urethra. If chronically in- 
flamed follicles in the anterior portion of the urethra 
are a source of reflex irritation, cauterization 
through a urethroscope by an electro-cautery will 
provide an effective means of relief. 


If, however, the symptoms are due to other causes 
previously mentioned, treatment must aim at reduc- 
ing the chronic congestion of the posterior portion 
of the urethra and its adnexa. For this purpose it is 
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best to advise the patient to avoid both sexual ex- 
citement and coitus over a period of some months. 

When sexual disability arises from chronic mas- 
turbation, it is an erroneous belief that coitus will 
remedy it. On the other hand the pathological basis 
of the condition is usually aggravated. It is a wise 
plan, therefore, not to promise marriage as a source 
of relief. 


In certain cases the hyperexcitability of the sexual 
centres may be reduced with bromides, since this will 
incline the patient towards continence. Local 
measures are of the greatest importance and of these 
the most practical decongestive procedure is ex- 
pression of the contents of prostate gland and semi- 
nal vesicles and the instillation of a solution of silver 
nitrate into the posterior portion of the urethra. 


This should be carried out in the following man- 
ner. The patient presents himself with a full blad- 
der; the prostate gland and seminal vesicles are 
then massaged. At first they will be found to be 
exquisitely tender; therefore the procedure should 
last only a few seconds. Subsequently, this opera- 
tion will be found less painful and the pressure and 
length of application can be regulated according to 
the tenderness. 


It is not always realized that massage of the pros- 
tate gland and seminal vesicles is really an art. It 
does not consist of a systemless rubbing of these 
glands per rectum, but should be performed in a 
methodical and systematic way in order to get a 
maximum expression. The operation may conveni- 
ently be performed in five movements, the first and 
second from above downwards and medially over 
the seminal vesicles. The third and fourth are per- 
formed from the side towards the middle line over 
the prostate gland, while the fifth movement, from 
above downwards along the line of the posterior por- 
tion of the urethra, expels the fluid towards the 
meatus and is the important one as far as getting 
an obvious expression is concerned. 


As soon as the operation is complete, the patient is 
directed to urinate and the urethra and bladder are 
then washed out with a, solution of boracic acid, 
one part in five hundred. With an _ instillation 
syringe a solution of silver nitrate is then instilled 
into the posterior part of the urethra; the nozzle of 
the syringe should be lubricated, not with vaseline, 
but with some such preparation as “Sphagnum” 
jelly, which does not clothe the walls of the urethra 
with a greasy film. On account of the extreme ten- 
derness the instrument should be introduced very 
slowly and gently. Afterwards, the patient should 
retain his urine as long as possible, in order to get 
a maximum action of the drug. 


The whole procedure is repeated twice weekly at 
first, but as the patient improves the strength of the 
solution is progressively increased from one part 
in two thousand parts to one part in two hundred 
parts and the operation is performed less frequently. 


As a rule, treatment should be persisted in for 
about six months, since time is required to restore 
the posterior part of the urethra to its normal con- 
dition ; however, in the latter half of the period the 


patient need only be seen at intervals of two to four 
weeks. 

Since patients are endowed with varied stability 
of nervous constitution, it happens that in some 
cases the condition of sexual neurasthenia in greater 
or lesser degree is superadded. In such cases it is 
possible to effect an improvement in the local lesion, 
but symptoms arising out of the patient’s nervous 
instability per se are not always favourably in. 
fluenced. 

Sexual neurasthenia is not primarily dependent 
on a local lesion in the urethra and is to be dis. 
tinguished from the conditions above described. 


MEDIASTINAL DISPLACEMENT: ITS INFLUENCE ON 
THE TREATMENT OF PULMONARY TUBER- 
‘CULOSIS BY ARTIFICIAL PNEUMO- 
THORAX. 


By J. Gorpon Hisvop, M.B., Ch.B. (Melbourne), 
M.R.C.P. (London), 


Melbourne. 


Tue.influence of the mediastinum in cases of pul- 
monary tuberculosis treated by means of an induced 
pneumothorax is now considered of verv great im- 
portance. The relationship between the mediastinal 
displacement and the fluctuations in the body weight 
of the patient is at present under investigation by 
all those who use this form of treatment. Beyond 
this one factor the study of the mediastinal infiu- 
ence has shown how markedly the treatment is 
affected by this influence. 


Better results are obtained when the position of 
the mediastinum is interfered with as little as pos- 
sible. This is the general opinion of all those en- 
gaged in pneumothorax therapy. It is only to be 
expected that some displacement will occur after the 
introduction into one pleural cavity of gas which 
disturbs the pre-existing balance between the intra- 
pleural pressures. That the strength of the media- 
stinum varies in different individuals becomes ob- 
vious after a study of the clinical and radiological 
findings in patients suffering from spontaneous 
pneumothorax. Even the displacement of the 
apex beat cannot be regarded as an invariable 
phenomenon. 


In the normal condition the mediastinum moves 
but little, being held in position by the equality of 
the pressures in the two halves of the thorax. In the 
presence of a closed or open pneumothorax this 
equality is no longer maintained. In some indi- 
viduals the mediastinum is of sufficient strength to 
maintain its position, whilst in others even a local- 
ized air space is sufficient to cause considerable dis- 
placement. , 
There are more or less general rules which this 
movement obeys. In an open pneumothorax atmos- 
pheric pressure is operative and during inspiration 
the mediastinum moves across to the sound side. The 
pressure in the sound side becomes more nega- 
tive, thus causing added embarrassment in that the 
filling of the sound lung is impeded. During expira- 





tion when the pressure in the healthy side approaches 
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more nearly to normal the mediastinum returns. 


This fluttering of the mediastinum results in the | 
functionating lung being unable either to fill itself | 


during inspiration or empty itself completely dur- | 
| out untoward incident, but after the introduction of 


_ the next fifty cubic centimetres the pressure rose 


Under the infinence of a closed pneumothorax the | considerably and the patient had an attack of what 


ing expiration. 


mediastinum is misplaced, but maintains its assumed 
position by virtue of the positive pressure and the 
displacement of the diaphragm. If the pressure be 
high, there is little movement of the mediastinum. 
When the pressure is in the neighbourhood of the 
atmospheric pressure the mediastinum is drawn on 
inspiration towards the pneumothorax and on ex- 
piration returns to its assumed position. It is as 
well that this “reverse action” should be taken into 
account when judging the extent of displacement as 


shown in radiograms which are taken at the height | 
The mediastinum by its elastic | 


of inspiration. 
resistance balances the difference in the intra- 
pleural pressures. One of these is usually greater 
than atmospheric pressure and thus a bow-shaped 
structure results which is convex to the sound side. 
The shape and site of the maximum bulge depend on 
the resistance of the entire mediastinum, the areal 
strength, the situation of the collapse and the extent 
and strength of the adhesions. All grades of media- 
stinum will be met with from those which are so 
weak that the attainment of suitable pressures is 
absolutely impossible, to those which are strong 


enough to yield but little to pressures well above | 


| 


} 
| 
| 





atmospheric. The maximum point of bulging in an | 


average or normal mediastinum is at the junction 
of the middle and lower thirds and the radiological 
shadow appears as one side of a pear. 


With regard to its areal strength Nitsch describes 
two areas as likely to cause trouble; firstly, the 
upper part of the anterior mediastinum between the 
second and fourth rib articulations and secondly 
the lower part of the posterior mediastinum be- 
tween the aorta behind and the esophagus and heart 
in front. 


The weakness of these areas is attributed to the 
fact that the pleure meet in these situations and 
lack the support of the other tissues. 


When the pressure is exerted on the upper of these 
two areas, displacement of the aorta—or what is 
better termed “pseudo-clubbing” is often seen. As 
this is but rarely seen in left-sided pneumothoraces, 
it would suggest that the weakness of this area is 
more evident when the pressure comes from right 
to left. It should be noted, however, that owing to 
the left-sided position of the aorta any further dis- 
placement to that side promptly shows this clubbing, 
whilst any slight displacement to the right puts its 
shadow under the sternum which masks its position 
in the radiogram. When the displacement is to the 


right it is not uncommon to see what appears to be | 


an air bubble to the right of the sternum at the level 
of Nitsch’s upper area. This is without doubt a 
mediastinal hernia. Such hernie seldom reach a 
large size and disappear when the pressure is 
lowered. 


occurrence during the refilling of one pleura may 
be the formation of a hernia at this site, which em- 
barrassed the heart’s action. In this instance three 
hundred cubic centimetres had been introduced with- 


was thought to be right heart failure. Instances 
have been reported in which a gaseous hernia at this 
lower area simulated a pleural effusion. 

The situation of the pneumothorax plays its part. 
If an upper lobe collapses to any extent while the 
lower remains adherent, the direction of the pres- 
sure will be mainly to the upper mediastinum. Simi- 
larly, if the lower lobe be collapsed whilst the upper 
remains adherent, the main pressure will be directed 
against the lower mediastinum. This explains how 
in some cases of spontaneous pneumothorax or of 
artificial pneumothorax with an adherent lower lobe 
the clinical sign of the displaced apex beat may be 
missing whilst X-ray examination reveals definite 
pseudo-clubbing. In the same way the displacement 
of the apex beat may be greater than the pressures 
would warrant, because of an upper adherent lobe. 


Much of this will apply, though to a less extent, 
when one lobe is held out by strong adhesions. 
Whereas the adherent lobe will afford the more 
striking examples, adhesions of this nature will pro- 
vide less obvious but far more common instances. 
Where the adhesions are widespread over all lobes 
the effects of increased pressures used in an en- 
deavour to promote stretching will be transmitted 
equally along the whole length of the mediastinum. 
In these circumstances the outline of the media- 
stinum will depend on the strength of its component 
structures at various levels. As will be readily 
appreciated high pressures can be used with greater 
safety when adhesions are present to both lobes, 
rather than when one lobe alone is prevented from 
collapsing. A pressure which could be regarded as 
safe while the adhesion held, can no longer be so 
regarded after it has surrendered. However, no 
matter how many or of what nature the adhesions 
may be, the risk of rupture of the visceral pleura is 
in no way lessened. 


The Limits of Safety in Mediastinal Displacement. 

I was permitted to see the radiogram of one 
patient sent to Morriston Davies with the media- 
stinum extensively displaced. The patient was suf- 
fering from what was obviously kinking of the 
bronchus.’ This is probably the limit of displace- 
ment yet recorded. 

Riviére insists that however low the pressures may 
be, the mediastinum must never the displaced as far 
as the mammary line. He quotes Forlanini, how- 
ever, carrying the heart to the anterior axillary line 
on the right side or the mid-axilla on the left. with- 
out any reference to pulmonary embarrassment.“ 





In my opinion this well exceeds the safety limit and 
I think it wise to restrict the displacement so that 
the right cardiac dulness never exceeds 2.5 centi- 
metres (one inch) and the apex beat does not move 


The weakness of the lower area is more difficult | out more than 2.5 centimetres from its normal 


to illustrate, but the explanation of the remarkable | 


| position. The compression of the sound lung must 
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be very considerable in all instances of extensive dis- 
placement when it is noted that Stivelman and others 
associated with him report that in their patients 
in which the endeavour to obtain an optimal pres- 


slight compression of the functionating lung. The 
limits of safety must be judged on the symptoms, 
but even when no untoward symptoms have been 
noted the mediastinum should be subjected to radio- 
logical observation. In one instance the fluoroscope 


of the sound lung when the pneumothorax pressure 
was — 2 centimetres of water and symptomatically 


The Possible Effects of Excessive Displacement. 


The possible effects of excessive displacement are | : , 
| stances it is of a serious nature demanding cessation 


| of treatment and whilst some of these are due to 
| excessive mediastinal displacement or the possible 
| formation of a hernia at the lower area, others are 
_ due to digestive disturbances. 


as follows: 
(1) The spread of latent disease in the 
functionating lung. 
(2) Dyspnea. 
(3) Palpitation. 
(4) Hydro-pneumothorax. 
(5) Pleurisy on the sound side. 
(6) Loss of weight. 


There is no doubt that when the mediastinal dis- 
placement is excessive, the expansion of the good 


come active under these conditions: 
what reason it is difficult to state. 


ating lung which has to support the whole weight of 
the respiratory function. It cannot increase in size 
to any appreciable extent and any further demand 
on its powers must be supported by an increase in 
the rate or depth of respiration. 

It seems probable that the earliest demands are 
met by an increase in the depth of respiration, for 
in most instances an emphysematous condition of a 
compensatory nature is revealed by X-ray examina- 
tion soon after induction. The greater demands 
which arise from excessive displacement, cannot be 
met by these means and the respiratory rate is then 
increased. It is at this stage that dyspnea and 
hypo-oxygenation occur. 

It is an established clinical fact that crepitations 


may appear in the functionating ]ung—usually in | : 
the upper lobe—and then disappear when the intra- | surfaces painless. ] } 
| may be lessened in a given area until the normal 


pleural pressure is lowered. It has been said that 


the appearance of these crepitations denotes activity | 


which has been lessened by the lowering of the pres- 
sure. 
their disappearance be taken for granted. They 


termination of the therapy. The two most usual 


sites for the clinical discovery of commencing | 


activity in the sound lung are the interscapular area, 
fourth or fifth interspace. 


usual symptom after pneumothorax therapy and in 
a carefully controlled case should never be a notice- 


able feature save after the first few fillings when | 
the patient usually complains of some “tightness.” | 
When higher pressures are being used in the | 





It does not sound very credible, nor must | 
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attempted stretching of adhesions, the onset of 
dyspneea should be regarded as a signal for a lower. 
ing of the tension. It would seem that, provided 
the displacement is not excessive, dyspnea is more 
likely to occur when the pressure is exerted mainly 
on one part of the mediastinum, the resulting com. 
pression of the one lobe being sufficient to reduce 
the total lung expansion below that which would 
be possible if the compression were more evenly 


| distributed. 
and plate revealed evidence of slight compression | 


Palpitation is apparently more common in the 


_ left-sided cases and, though in the majority of in- 


| stances it is of fleeting character lasting but a short 


and clinically the patient was apparently doing well. | time after refills, its onset during a filling is an 


indication to cease the insufflation—the necessary 
pressure having been then attained. In a few in- 


Many theories have been put forward from time 


| to time to explain the onset of a hydro-pneumo- 


thorax. It has been suggested that it is due to the 
separation of normally opposed serous surfaces; to 


| the effects, both histological and chemical of the gas 


. : err vase | used, on the pleura; 
lung is reduced. Quiet tuberculosis is liable to be- | 


how and for | 
The consent of | 


opinion is that there is a relaxation in the function. | culous, the fluid in almost all instances being sterile 


to the breaking down of ad- 
hesions; to infection from the upper ny 
tract. 


One point alone is certain—the process is tuher- 


and sometimes containing tubercle bacilli. All that 
can be said of the relation of the mediastinum to 
the formation of this exudate is that effusior: is more 
common when collapse is complete or nearly so. This 
may possibly be due to the collapse causing inter- 
ference in the passage of the lymph through the sub- 
pleural channels and the similar lymphatics »f the 
hilum. 

The suggestion is made here that excessive media- 
stinal displacement may give rise to a dry pleurisy 
on the sound side. The explanation offered for this 
occurrence is as follows. 


Whilst normally the two pleural surfaces are in 


| apposition, the interposition of a small amount of 


serous fluid renders the movement of the opposed 
By pressure this serous flui‘ 


pleural movements are no longer possible, thus giv- 
ing rise to the pain and the fine friction sounds. 


The etiology of this pleurisy does not seem to be 


} ‘ak ‘ _ tuberculous and therefore its presence is not an indi- 
often remain and the activity at times compels the | 


cation .to discontinue treatment even temporarily 
but, rather, to lower the pressure in the pneumo- 
thorax cavity. Some instances of pleurisy in this site 


| are undoubtedly of tuberculous originand may or may 
second interspace or in the axilla at a level of the | 


not be initiated in this manner. The distinction is 


| not difficult since the pleurisy of displacement will 
Dyspnea, though it might be expected, is not a | 


respond rapidly to alteration of pressure or to 
gaseous absorption and usually has its onset after a 


| refilling. That of a tuberculous nature, however, 


is more liable to spread, becomes more definite 
lasts longer and is not so closely related in time 
of onset to a refilling. 
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Most observers confirm the statement that in many 
cases of artificial pneumothorax the weight is a far 
from satisfactory item. As in pulmonary tuber- 
culosis itself, multiple factors seem to be working 
here on the metabolic rate and it seems impossible 
to lay the greater part of the responsibility on any 
one factor. Burrell and Garden in a preliminary note 
referred to patients in whom a_ loss of weight 
occurred whilst the mediastinum was displaced and 
a gain followed when the pressures were lowered.’ 
In their opinion the movement of the mediastinum 
had a controlling influence on the weight. This, 
however, it is now seen is not the only controlling 
factor. 

There is no doubt that some cases of loss of weight 
will be explained by excessive displacement and a 
gain will promptly follow a reduction of the 
pressures, 

The cycle of events would be displacement, hypo- 
oxygenation, loss of weight. Now there are so many 
earlier symptoms of displacement that it would seem 
a necessary conclusion to draw that these patients 
should manifest some or all of them before the loss 
of weight occurs. Increased rate of or depth of 
respiration and dyspnea should have been evident 
were this excessive displacement the cause of the 
loss, but in so many patients that lose weight, none 
of these symptoms are present. 

When a patient has been losing weight prior to 
treatment and the amount of collapse produced is 
insufficient to lower the temperature, the loss con- 
tinues at the same or a reduced, but seldom at an 
increased rate. Toxsemia which continues, is ob- 
viously the cause here—the same cause producing 
the same effect prior to and after induction. 


In patients that lose weight in the later stages, 
the cause is usually obvious—spread of disease in 
the functionating lung, the presence of a hydro- 
pneumothorax and intercurrent extra-pulmonary 
conditions being the most common. 


The early loss of weight in patients in whom the 
collapse is apparently sufficient, provides an inter- 
esting study. In some instances it is not a matter of 
grave concern, for if all other factors be satisfactory, 
a gain will follow. It is the few instances in which 
it becomes so excessive as to necessitate abandon- 
ment of treatment, that make the investigation of 
the cause desirable. 

Riviére thinks that the unsatisfactory condition 
of the weight is due to the removal of auto- 
tuberculin which in large amounts is poisonous; but 
in small amounts is an excellent stimulant to the 
appetite, digestion and nervous tone.@’ This may 
be so, but it is difficult either to prove or disprove. 
Undoubtedly the toxic type of patient who has lost 
a considerable amount of weight prior to treatment, 
usually gains rapidly, proving that such patients 
are benefited by the removal of the toxin. The non- 
toxic or slightly toxic patient who has not suffered 
loss of weight, is usually the type in which the 
weight becomes unsatisfactory, but this does not 
prove that the removal of their small amount of 
toxin has done them harm. Burrell and Garden sug- 
gested that the weight varied with the position of 
the mediastinum, excessive movement of which 
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caused hypo-oxygenation. Hypo-oxygenation will 
undoubtedly cause loss of weight, but it is seldom 
that evidence of it can be obtained from the patients 
that are losing weight. 

Hypo-oxygenation in its mildest form is compen- 
sated for in either or both of two ways—an increase 
in the hemoglobin content of the corpuscles or an 
increase in the number of red blood cells with or 
without an increase in the total amount of blood. 
Some time ago work was done at Brompton Hospital 
which proved nothing very definite, but the work is 
again being taken up. It is just possible that the 
diminution of air space is so rapid after induction 
as to render this process of compensation valueless 
as heing too slow and other means have to be 
adopted. Were the hypo-oxygenation more marked, 
increased rate and depth of inspiration would occur, 
but it is only usual to see this for the first twenty- 
four hours after induction and dyspnea is seldom 
seen. On top of all this it must be remembered that 
these patients are lying in bed, at rest, moving as 
little as possible, exerting no energy and receiving 
plenty of food. At times, I doubt if hypo-oxygenation 
can ever occur in such a patient so treated. Again 
hypo-oxygenation in a person using no energy and 
receiving plenty of food would tend rather to in- 
crease than decrease the weight. unless an intestinal 
toxemia result with its concomitant disturbance of 
metabolism. In one patient in whom a spontaneous 
pneumothorax was kept up by insufflation, the media- 
stinum had to be kept displaced,as therupture in the 
visceral pleura tended to become greater under lower 
pressures. He was so dyspneic that he approached 
what Riviére calls “pneumothorax asthma,” yet was 
up for six hours a day. At the end of five weeks’ 
treatment he had gained five kilograms, though his 
vital capacity had gone down from 2,180 to 1,100. 
Here was a man obviously hypo-oxygenated and yet 
gaining in weight. Later on the pressures were 
lowered, the dyspnoea ceased and he continued to 
improve. 

There are instances in which the alimentary 
function seems to be the deciding factor. The usual 
reports of gastric analyses in this type, show dimin- 
ished or absent free acid with starch remaining in 
the stomach after three or four hours. Medicinal 
treatment is often successful and a gain in weight 
follows. 

However, no explanation holds for all cases and 
while the removal of auto-tuberculin may explain 
some and mediastinal displacement or deficient 
gastric function explain others, there are some for 
which no solution of the problem is as yet forth- 
coming. 

The influence of the mediastinal displacement on 
the results obtained by the treatment of pulmonary 
tuberculosis in specially selected cases by means of 
artificial pneumothorax is unquestionably great. 
The further study of this subject may provide the 
key to many problems which are now causing discus- 
sion amongst physicians who practise this method 
of treatment. 
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Reports of Cases. 


INTERMITTENT HYDRONEPHROSIS. 


By W. A. Hates, D.S.O., M.B., Ch.B. (Melbourne), 
F.R.C.S., (England), 
Honorary Surgeon to Out-Patients, 
Melbourne Hospital. 


Cases of intermittent hydronephrosis are of sufficient 
interest at any time to merit recording. The following 
report, however, contains in addition some unusual features. 


Clinical History. 

A female patient, aged twenty years, was seen by Dr. R. 
P. McMeekin at the Melbourne Hospital. She stated that 
she was suffering from attacks of pain in the left loin and 
back. The pain was dull and not colicky in nature, it did 
not make her roll about and did not shoot into the groin. 
She had not noticed any frequency or suppression of urine 
associated with the attacks of pain. She did not usually 
vomit with the pain, but pressure in the loin generally 
made her feel sick. She had noticed nothing abnormal in 
the urine. She also stated that the attacks of pain had 
been recurring at about fortnightly intervals for the pre- 
vious eighteen months. They lasted as a rule for three days 
and forced her to go to bed. 

On June 20, 1923, Dr. McMeekin detected a tumour be- 
neath the left costal margin in the epigastrium and the left 
hypochondrium. It was tense and tender and moved on 
respiration. 

Examination of the urine revealed its specific gravity to 
be 1020, the reaction was acid and it contained no albumin 
or sugar. An X-ray examination of the urinary system 
failed to reveal any abnormality. 

On June 23, 1923, I saw the patient with Dr. McMeekin 
and we could not then detect any tumour. In spite of my 
scepticism Dr. McMeekin insisted that the tumour had been 
present on June 20 and he asked me to catheterize the 
ureters and inject some sodium bromide. 

On June 27, 1923, she came to hospital for cystoscopy 
and stated that one of her attacks of pain had commenced 
that morning. On cystoscopic examination no indigo- 
carmine solution could be seen coming from the left ureter 
and a ureteric catheter did not quite reach the pelvis of 
the kidney as compared with the other side. On injecting 
sodium bromide and taking a skiagram the shadow was 
found to cease just below the pelvis of the kidney. The 
pelvis did not fill at all. Under an anesthetic no tumour 
could be palpated. 

On June 30, 1923, she was still in pain. She had suffered 
from this pain in the left loin since the morning on 
which the cystoscopic examination was performed. To 
everyone’s satisfaction it was found that she had a tense 
rounded tumour in the same situation as before. It was 
situated in the epigastrium and the left hypochondrium. 
It moved with respiration and a resonant note was obtained 
on percussion over its site. Although not bulging into the 
loin, it could be pushed in a ventral direction by means of 
pressure in the costo-vertebral angle. She was admitted 


| through an oblique lumbo-inguinal incision. 





taken, was interesting and possibly unfortunate. 





to hospital and her condition was diagnosed as one of 
intermittent hydronephrosis. 

Under ether anesthesia the left kidney was exposed 
The kidney 
was found to be enlarged and to be perched on top of a 
hydronephrotic sac which was extremely tense. This sac 
was a pelvic type of hydronephrosis with dilated calyces, 
The sac was aspirated and about two hundred and twenty. 
five cubic centimetres of urine were withdrawn. On cul- 


| ture this was found to be sterile. The kidney and collapsed 


sac were delivered. An accessory vein which had the 


| calibre of a normal renal vein, was found to be present. This 
| vein passed from the lower pole of the kidney to the middle 
| line and crossed the junction of the ureter with the hydro. 
| nephrotic sac. 


In view of its situation at the site of 
obstruction it was regarded as the cause of the latter and 
divided. The sac was opened and a small urethral bougie 
was passed downwards in the ureter to see whether it 
was patent. A large portion of the wall of the sac was 
then removed and it was closed by a double layer of 
catgut sutures. This was done in such a manner that 
the opening into the ureter was situated at the apex of 
a funnel and that the bag which is almost always present 
below, was obliterated. The wound was then closed after 
ample provision for drainage had been made. The macro- 
scopical appearances of the kidney were surprisingly good. 
There was no peri-nephritis and the calyces were not exces- 
sively dilated. Examination of the urine before operation 
revealed only a trace of albumin, in fact the first exam- 
ination failed to reveal any albumin. The urine taken 
from the hydronephrotic sac proved to be sterile on cul- 
ture. No drainage occurred from the tubes which had 
been left in the wound. The day after operation some 
blood-stained urine was passed and this was regarded as a 
favourable sign as far as the functionating of the ureter 
was concerned. In a few days the urine became free from 
blood. The drainage tubes were removed from the loin in 
six days and the patient was discharged from hospital on 
the seventeenth day after operation with no recurrence of 
the pain or of the tumour. She has presented herself for 
examination once a month. since June. She has had no 
further pain and no trace of the tumour was detected on 
any occasion. 
Comments. 

The interesting points in this case are: 

1. The position of the tumour bulging into the epigas- 
trium and the left hypochondrium was unusual in a renal 
tumour. These tumours usually bulge into the loin and this 
tumour contained two hundred and twenty-five cubic centi- 
metres of fluid and hence was a large tumour. 

2. The cause of the obstruction was an aberrant vein and 
not an artery as is usually the case. It was further inter- 
esting to find that the normal positions of the vessel and the 
ureter were retained. I have been unable to ascertain from 
the literature whether it is more common for the aberrant 
vessel to be ventral or dorsal to the ureter. Both types 
are recorded. I can find no evidence of an aberrant renal 
vein running from the lower pole of the kidney to the in- 
ferior vena cava being the cause of the condition. 

3. A third point of interest is the successful result ob- 
tained as a result of the conservative operation together 
with the freedom from urinary fistula and the absence of 
recurrence of either symptoms or signs of the original 
condition. 

4. There was an absence in the history either of the 
instant passage of a large quantity of urine or of any 
frequency of micturition while the sac was emptying. 
This is not inexplicable in view of the comparatively small 
quantity of fluid contained in the sac as compared with 
the capacity of the bladder. 

5. The onset of one of the periodical attacks of pain 
coinciding with the daté on which the pyelogram was 
If taken 
during a quiescent period it would have been interesting 
to have seen if the catheter would pass the obstruction and 
to what extent the sac would have filled with bromide 
solution. Judging from the macroscopical appearances 
the kidney must have functionated satisfactorily in the 
intervals between attacks, 
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Wevical Bibliography. 





Tu average reader of articles in medical journals 
rarely recognizes that the references given at end 
of the articles or as footnotes at the base of the 
pages contain more than a permissible proportion 
of errors. This serious defect becomes apparent 
when a student follows the subject in an endeavour 
to master all that has been discovered before 
he himself engages in original research. It is waste of 
time for anyone to tread the same paths that others 
have walked, unless he be desirous of confirming or 
refuting a particular claim. The science of. medi- 
cine is too enormous and too many-sided to justify 
such waste of time and energy. Research students 
therefore adopt the habit of learning what others 
have done in any particular branch before finally 
deciding on the plan of campaign they intend to 
follow. In these circumstances errors in references 
to previously published articles are irritating and 
serious. Moreover, they are quite unnecessary. A 
careful author will have no difficulty in giving the 
proper references. 

In the next place it is desirable to call the 
attention of our readers to the form of reference 


that is used. For some obscure reason many of the | 


leading scientific societies in various parts of the 
world have adopted a formula which is calculated 


becomes forgotten and a slangy, meaningless con- 
glomeration of symbols is substituted. It cannot 
be argued that the abbreviation is justified on 
account of the space saved, for each entry is printed 
as a separate paragragh and it is the exception 
rather than the rule that an extra line is required 
if the title is given in full. It will be noted that 
the year is not given, to say nothing about the day 
or month. No one can remember the volume number 
of several hundred journals. Many, like Tue 
MepicaL JOURNAL OF AUSTRALIA, avoid this confusion 
of consecutive numbers by having two volumes in 
each year marked Volume I. and Volume II. 

The method adopted in this journal for biblio- 
graphies is a simple and informative one. Much 
time is spent in the office of the journal in con- 
trolling the references and in amplifying them when 
the authors fail to provide sufficient details. In 
the first place the name with the initials of the 
Christian names of the author is given. The im- 
portance of appending the initials of the Christian 
names will be realized when it is pointed out that 
no less than forty-nine authors of the name of Brown 
published articles in medical journals in the twelve 
months from July, 1921, to June, 1922. It is not un- 
common for several relatively unknown men to have 
the same surname as a medical practitioner of 
world-wide reputation. The second item is the title 
of the article. The object of the inclusion of the’ 
title is to provide a safeguard against mistakes. 
One author may write two or more articles at about 
the same time and confusion may arise. Or two 
authors of the same name may publish articles 
almost simultaneously. The third element is the 
full title of the journal, printed in accordance with 
the accepted rules of correct printing in italics. 





to facilitate the making of mistakes. 


has the further grave disadvantage that it, does | 
| is required for identification purposes, this can be 


not provide the reader with information concerning 
the date when the particular article was published. 
The formula is based on the use of abbreviation 
of the name of the journal and the employment of 
Roman numerals to indicate the volume of the 
journal or magazine and of Arabian numerals to 
indicate the initial page of the article. The abbre- 
viations inculeate the habit of slovenliness in 
thought, since the proper title of a journal soon 


This method | 
| 


Then follow the date (day of month, month and 


year) and the page. If the number of the volume 


added. 

Authors contributing articles to this journal will 
achieve their own purpose and lessen the labours of 
the editorial staff of this journal if they will supply 
these details on the typescripts of the articles sub- 
mitted for publication. It is sometimes impossible 


to discover the correct details of the references in 
the offices of THe Mepicat JOURNAL OF AUSTRALIA. 
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Typescripts and manuscripts have been received 
with bibliographies in which the essential informa- 


tion is wanting. The authors have forgotten to 
mention the name of the journal or the name of the 


author or the year and volume of the journal in 
which the article has appeared. Even a Sherlock 
Holmes would be nonplussed occasionally when 
faced with problems of this kind. The greatest care 
is taken to insure accuracy, but authors should 
remember that the onus is theirs and that mistakes 
or insufficient information in bibliographical refer- 
ences may influence readers in forming opinions on 
the reliability of authors. 


Current Comment. 


LABOUR AND ITS MANAGEMENT. 


DurInG recent years much has been said and 
written on the subject of the teaching of obstetrics. 
Emphasis has been given to the inadequacy of the 
practical training of the average medical student in 
this most important matter. Child-birth is fre- 
quently described as a physiological process, as, in- 
deed, it is. But the student is permitted to gain the 
impression that the mechanism of labour is a simple 
resultant of a few physical phenomena which may 
be reinforced by artificial means under certain more 
or less common occurrences. The action of the heart 
is also a physiological process. Formerly it was 
taught that the alternating contractions of the 
muscles of the ventricles and auricles kept up by 
means of intrinsic and extrinsic nerve impulses 
obeyed simple physical laws in propelling the blood 
column onwards into the arteries. Even before the 
physiologist took note of the extreme complexity of 
the controlling mechanism and.of the part played 
by the chemical action of the blood on the cardiac 
and arterial tissues, few medical practitioners were 
prepared to interfere with the heart’s action by 
chemical or mechanical means supplied either to 
the heart itself or to the peripheral vessels, unless the 
physiological action were greatly altered by some 
pathological change. The obstetrician, however, does 
not hesitate to apply unmeasured force to the 
uterus and other parts of the genital canal in the 
complete absence of all indications of a pathological 
complication. It should be recognized that the pro- 
cess of the birth of a living foetus is mechanically a 
much more difficult movement than the propulsion 
of blood from the ventricle into the arteries. The 
student is taught something concerning the recipro- 
cal adaptation of the fetal head to the shape of the 
pelvic inlet, the cavity of the pelvis and the pelvic 
outlet. He is enabled to gain a first hand and accu- 
rate acquaintance with the anatomical conditions of 
the pelvis and its contents and his attention is 
directed to the great mass of uterine muscle as the 
only force worthy of consideration in the process of 





expulsion. He is further required to consider the 
nature of the resistance offered to the onmoving 
head, but has little opportunity for appreciating the 
full significance of all the factors that come into 
play. Even the theoretical aspect of the question is 
taught to him in a superficial manner. Experience, 
the great mistress, is woefully neglected. A great 
deal can be learned as a result of oft-repeated ob. 
servation of the process in its successive stages, 
Nature has provided a multitude of forces originat- 
ing from reflex and chemical stimulation within the 
maternal organism and has destined the fetus itself 
to take an active part in its first, perilous journey. 
Some years ago Gauss, of Freiburg, endeavoured to 
render the understanding of the mechanism of labour 
easier by postulating a doctrine which he termed 
the principle of the smallest forces. The German 
word used—Zwang—has a double meaning and 
Gauss employed it in both connexions. The first is 
force and the second is control. From time to time 
this doctrine of Gauss has been restated by him and 
by Professor H. Sellheim, because both felt that if 
the obstetrician were trained in accordance with 
this principle and allowed it to pervade his inter. 
pretation of all the phenomena of labour, his treat- 
ment would be all the sounder and safer. The doc- 
trine embraces the recognition of the force exercised 
by the foetus in dilating the maternal passages, 
of the force exercised by the soft tissues of the 
mother in grasping the fetal parts, of the force 
exercised by the uterine musculature in propelling 
the foetus, of the innate flexibility of the fetus, 
varying irregularly, of the expansibility also of 
irregular degree of the maternal soft parts and of 
the balance of all these factors in the normal birth 
process. Nature employs a minimum of force in 
each small phase of the process. By studying the 
manner in which Nature opposes force by a dimin- 
ishing resistance, the obstetrician can, they claim, 
evaluate the components and estimate the degree of 
force exercised physiologically to overcome the 
natural obstructions to the presenting part. The 
foetus finds the best position and shape in relation 
to the genital passages of the mother, while the 
genital passages are readily moulded to the shape 
of the fetus. Unfortunately the anatomical and 
postural characters of the human being have intro- 
duced additional resistances to labour, as compared 
with other animals. Civilization had emphasized 
these obstructions. In addition human interference 
may create other obstacles. Recently Professor H. 
Sellheim has reopened this subject and has dealt in a 
somewhat wordy manner with this doctrine? It 
would be unprofitable to follow him minutely 
through all his arguments. But it may be of some 
use to refer to his advice in regard to the aid that 
must be rendered by the skilled obstetrician. He 
pleads for a recognition of the application of mini- 
mal forces, as they are applied in a normal, spon- 
taneous labour. He would have the obstetrician 
regulate the force which he applies in supplementing 
the diminishing expulsive power of the uterus. These 
artificial aids include the exhibition of ecbolics, aid 
in rotation, the application of pressure over the 
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undus uteri, the extraction by means of forceps and 
so forth. In the next place the obstetrician should be 
prepared to remove any existing insurmountable 
force obstructing the progress of the fetus. This 
includes the incision of the os uteri and the peri- 
neum, the enlargement of the pelvis by operative 
means, version in the case of transverse presenta- 
tions, induction of premature labour, embryotomy 
and so on. The less force employed into these mani- 
pulations, the smaller will be the risk. Lastly he 
should recognize that under certain conditions it is 
necessary to eliminate all force by delivering 
through the abdominal wall. The doctrine merely 
implies a recognition of the forces and counter-forces 
utilized by Nature and the very accurate measure- 
ment of these forces, so that no excess comes into 
play. It does not reveal how the work is done nor 
the exact nature of the physiological process. But 
it certainly makes the obstetrician more sensible to 
the conservative methods of Nature and impels him 
to imitate her to the best of his ability. 





THE TREATMENT OF INJURIES AND DISEASES OF 
THE ARTICULATIONS. 





In the treatment of injuries and diseases of the 
joints the question of immobilization or movement 
has always been one of considerable importance and 
much difficulty. Many a joint has become perma- 
nently fixed, a joint which, if movement had been 
carried out at an earlier stage or in a more energetic 
fashion, would have recovered its function to a very 
large if not to an entire extent. The experience of 
many surgeons with gun shot wounds of joints dur- 
ing the war indicated that movement might be so 
applied to acutely inflamed joints that healing would 
be accelerated and restoration of function obtained, 
either wholly or in part. 

The question of the treatment of injuries and dis- 
eases of joints has recently been investigated from 
the point of view of the physiological principles con- 
cerned by Mr. A. G. Timbrell Fisher.t He states 
that on being faced with problems of treatment in 
joint conditions he has found a complete absence 
of physiological principles which might act as guid- 
ance. For this reason unqualified individuals such 
as bone setters, more venturesome in their methods, 
have frequently reaped a harvest at the expense of 
the regular practitioner of medicine. Mr. Fisher 
discusses the physiology of the articular car- 
tilage and of the synovial membrane and 
from these adduces some general principles of 
treatment. In Tue MepicaL JOURNAL OF AUSTRALIA, 
October 21, 1922, extensive reference was made to 
some of Mr. Fisher’s work in connexion with the 
pathology of osteo-arthritis. In this work he dealt 
with the blood supply of the articular surfaces of 
bones. He maintained that the main channel of 
supply of nutriment to the ends of the bone was 
the cancellous tissue of the bone. He also laid great 
stress on the circulus articuli vasculosus and its 
relation to the reaction of the lateral parts of the 
articular cartilage in osteo-arthritis. He refers to 
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this in his present communication and adds that he 
believes that the central portions of the superficial 
layers of the articular cartilage are nourished by 
the synovial fluid. The protein contact of the syno- 
vial fluid is low and this together with the readiness 
with which the articular cartilage at this site under- 
goes degeneration, accounts for the extreme slowness 
or even absence of repair in the central portions. 
This was evidenced by experimental work on the 
joint of a rabbit. After an interval of seven and a 
half months little sign of healing could be seen in 
a transverse incision made in the trochlear surface 
of the femur. 

The synovial membrane differs in structure in 
different parts of the same articulation. At parts 
most remote from the articular edge it consists of 
a single layer of endolethial-like cells which in places 
surround openings or stomata. Immediately sub- 
jacent to this layer is a layer of loose connective tis- 
sue which is rich in capillaries, nerves and lymph- 
atics. In places the cellular layer is absent and in 
these spots the connective tissue is in direct com- 
munication with the joint cavity. Mr. Fisher sug- 
gests that this may account for the grave forms of 
toxzemia so often associated with acute suppurative 
lesions of joints. Nearer the articular surface the 
endothelial-like cells are very deficient. This is also 
noticeable at the margins of the villi. In this portion 
of the synovial membrane the most striking feature 
is the presence of numbers of deeply staining, oval 
or round connective tissue cells which may be super- 
imposed to form layers. The function of these cells 
seems to be the secretion of the synovia. Owing to 
the absence of the endothelial-like layer the synovia 
has ready access to the interior of the joint. The 
movements of the joint assist in this function. Mr. 
Fisher on staining the membrane with carbol-thionin 
discovered globules of mucin in the cell bodies. He 
holds that mucin gains access to the joint cavity in 
three ways. Firstly, the cells at the surface of the 
synovial membrane discharge their mucin info the 
cavity. Secondly, the cells of the deeper layers dis- 
charge their mucin into the loose connective tissue 
layer and it is squeezed from this locality by the joint 
movements. Thirdly, in chronic synovitis and pos- 
sibly in normal joints portions of the surface layer 
of the membrane are detached and the mucinous 
transformation takes place in the joint cavity. Mr. 
Fisher refers to the work of Friedrichs on the in- 
creased outpouring of mucin in a joint as a result 
of exercise. Friedrichs examined the synovial fluid 
from oxen both before and after exercise. In addi- 
tion Mr. Fisher suggests the presence of a nervous 
mechanism in this connexion. 

In discussing the application of these observations 
to clinical conditions, Mr. Fisher refers to Hilton’s 
dictum “rest inflamed structures” and lays stress 
on its importance. In regard to less acute condi- 
tions he gives no specific direction except in regard 
to movement in chronic non-tuberculous arthritis. 
He could not rightly do otherwise, for each joint 
condition will have to be treated on its own merits. 
The value of Mr. Fisher’s work lies in the fact 
that he has endeavoured to apply morphological 
and physiological study to every-day problems of 
difficulty. 
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Abstracts from Current 
Medical Literature. 


GYNAECOLOGY AND OBSTETRICS. 


Intrinsic Dysmenorrhcea. 
W. Bram Ber. (Journal of Obstet- 
rics and Gynecology of the British 
Empire, Summer Number, 1923) has 


made a study of one thousand hospital 


and private patients suffering from 
dysmenorrhea. The author  dis- 
tinguishes intrinsic dysmenorrhea 
from extrinsic dysmenorrhea by de- 
fining the former as that in which 
the pain is due to some inherent 
abnormality in the structure of the 
organs of menstruation or in the 
physiological processes connected with 
that function. In the latter the men- 
strual pain results from the presence 
of acquired pathological lesions in or 
in the neighbourhood of the pelvic 
genital organs. He concludes that dys- 
menorrhea is a relative term and the 
severity of the pain may depend on 
the patient herself, on circumstances 
in her environment, on the obligation 
to work and on her ability to rest 
during menstruation. At least 50% of 
all women suffer with dysmenorrhea. 
The study and treatment of the symp- 
tom dysmenorrhea (for the author 
holds that it is only a symptom—not 
a disease) is profitable only when the 
pathology of the condition is taken 
into account. In describing the patho- 
logical conditions responsible for dys- 
menorrhea it is advisable to classify 
them into intrinsic and _ extrinsic 
causal factors. The intrinsic factors 
are commoner and more important 
than the extrinsic. Intrinsic dysmenor- 
rhea is in a large majority primary. 
The extrinsic type is almost always 
secondary and is comparatively rare. 
Under-development of the uterus is 
an importan* factor in the causation 
of pain, whether the uterus be of 
normal shape or cochleate in charac- 
ter. Atresia of the upper portion of 
the vagina and of the cervix of the 
normal or of the divided genital tract 
may give rise to severe dysmenorrhea. 
Intra-uterine clotting of menstrual 
blood alone or in association with 
other causes of intrinsic dysmenor- 
rhea is a yery common factor in the 
production of dysmenorrhea. Exces- 
sive exfoliation of the endometrium 
does not often give rise to the severe 
dysmenorrhea usually ascribed to that 
condition. When pain is present, it is 
due to the association of intra-uterine 
clots with membranes which together 
form a compact mass. In most in- 
stances of excessive exfoliation there is 
profuse menstrual flow and, the blood 
being unable to break through the 
dense decidual barrier, the membrane 
is stripped from the deeper structures 
by the effusion behind it. Child-bearing 
has not so great an influence in the 
natural cure of dysmenorrhea as is 
generally believed. Excluding dys- 
menorrhea due to excessive exfoliation 
of endometrium, the treatment of in- 
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trinsic dysmenorrhea, if scientifically 
applied by the removal of the causal 
factor, gives relief in a high precent- 
age—eighty-six. In the author’s series 
the lowest percentage of great improve- 
ment or absolute cure was seventy- 
eight in the case of the cochleate 
uterus. Anterior hysterotomy is the 
best treatment in a majority of 
patients suffering from this condition. 
The empirical performance of dilata- 
tion or dilatation and curettage for 
intrinsic dysmenorrhea is not recom- 
mended. 


Adeno-carcinoma of the Body of the 
Uterus. 


ArTHouR BE. MAHLE (Surgery, Gyneco- 
logy and Obstetrics, March, 1923) 
studied at the Mayo Clinic a series of 
one hundred and eighty-six instances 
of carcinoma of the body of the uterus 
with reference to the degree of malig- 
nancy and its bearing on longevity. He 
concludes that the mortality and fre- 
quency of carcinoma of the body of 
the uterus rank within the first two 
places in carcinoma in the female. 
Such carcinoma is extremely rare be- 
fore the age of twenty-five years. It 
is found in 30% of all uterine car- 
cinomata. Apparently a definite rela- 
tion exists between the decline of 
functional activity and malignant dis- 
ease of the body of the uterus. The 
more active the carcinoma, the 
shorter the clinical symptoms. Vaginal 
discharge, especially if blood-tinged, is 
the most prominent clinical feature of 
carcinoma of the uterus. The accepted 
belief of a relatively favourable out- 
look for carcinoma of the body of the 
uterus in comparison to carcinoma of 
the cervix has a pathological basis in 
that the number of instances with a 
high degree of differentiation are in 
the majority and the more malignant 
types are rare. Association of fibro- 
myoma with carcinoma of the uterus 
does not appear to play an important 
part in the etiology. The shape of the 
lesion appears to be related to the 
degree of cellular differentiation, for 
the more malignant the carcinoma, the 
less liable it is to assume a papillary 
form. A carcinoma of a high grade of 
malignancy grows larger and invades 
more extensively in a given length of 
time, than one of a lower degree of 
malignancy. Lymphocytic reaction ap- 
pears to be more pronounced in groups 
with a higher degree of malignancy. 
The clinical diagnosis of carcinoma of 
the body of the uterus before curettage 
or hysterectomy is possible in 40% of 
all instances. The series of specimens 
were graded into four grades, similar 
to Broders’s classification of squamous- 
cell epitheliomata. Grade I. comprises 
the early forms when the carcinoma 


‘is small and the cells are highly dif- 


ferentiated. Grade IV. represents 
highly malignant forms in which the 
cells are very little differentiated. 
The longest length of life after opera- 
tion in those patients who are now 
dead, occurred in those affected by 
Grade II. malignancy, while the 
shortest occurred in Grade {V. The 





greatest average length of life after 
operation of those patients who are 
now living, occurred in Grade II. ang 
the shortest in Grade III. None of the 
patients with Grade IV. malignancy 
are now living. The shortest average 
length of life following operation of 
those patients who are now dead, 
occurred in Grade IV. and the longest 
in Grade II. Grade I. contained no 
patients who are now dead. The 
largest percentage of deaths from car. 
cinoma occurs in Grade IV. and a 
smaller percentage in each group to 
Grade I., in which there have been 
no: deaths from carcinoma. Abdominal 
hysterectomy in this series was per- 
formed more often than vaginal hys. 
terectomy and the incidence of satis. 
factory post-operative results among 
living patients is slightly higher in 
the former, while recurrence is slightly 
higher in the latter. A_ series of 
adeno-carcinomata of the uterus can 
be so classified according to groups, 
expressing various degrees of malig. 
ancy, that the ultimate post-operative 
results obtained will vary in direct 
proportion to the mortality of ‘each 
group. 


Syphilis of the Uterus. 

BERNARD Portis (Surgery, Gyneco- 
logy and Obstetrics, July, 1923) states 
that syphilis of the body of the uterus 
is rare. For most of the lesions which 
have been described as luetic, the 
specific character has not been defi- 
nitely established and appears doubt- 
ful. Gummata have been reported; 
these lesions may probably be accepted 
as luetic, in spite of the fact that 
treponemata have not been demon- 
trated in them. The author describes 
an instance of early diffuse syphilitic 
involvement of the body of the uterus. 
The character of the process was 
established by the presence of the 
specific organism in the cellular tissue 
which separates the muscle bundles. 
The lesion of the body was apparently 
secondary to a chancre of the cervix. 
Involvement of the body probably 
occurred by direct interstitial invasion 
from the primary lesion. Adnexal 
lesions, the syphilitic character of 
which has been definitely proven, are 
even rarer than those of the body of 
the uterus. Chronic vascular and dif- 
fuse fibrotic processes have been re- 
ported as of luetic origin, but most of 
these must be excluded because of 
lack of evidence. In the instance 
reported, a corpus lutcus and the sur- 
rounding stroma of the ovary were 
the seat of lymphocytic infiltration. 
Treponemata were present in this 
tissue, establishing the specific char- 
acter of the inflammatory process. 
That the involvement of the body of 
the uterus and ovary occurred early 
is indicated not only by the cellular 
character of the inflammatory re- 
action, but also by the development of 
typical secondary cutaneous syphi- 
lides seven weeks after the onset of 
the first local sign. A strong reaction 
to the Wassermann test was obtained 
in the blood when the skin lesions 
appeared. The age of the patient, a 
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previ 


appearance of the cervix on direct 


yisual examination led to a diagnosis 
of epithelioma of the cervix. 





NEUROLOGY. 





Huntington’s Chorea. 

Cc. J. Urecnia ann N. Ruspea (Revue 
Neurologique, May, 1923) record a case 
of Huntington’s chorea with autopsy. 
Summarizing literature on the sub- 
ject they note in connexion with 
lesions in the corpora striata, that 
even at a time when the physiology of 
the basal nuclei was but little under- 
stood; changes in these bodies were 
regarded as accountable for the chorea. 
Somewhat later foci of disease were 
recognized in the internal capsules in 
cases of hemiplegic chorea. More 
recently Anton and Bonhdffer have 
ascribed the chorea to a lesion of the 
superior cerebellar peduncles. In the 
instance reported by the authors very 
intense degenerative and sclerotic 
lesions were found in the putamina 
and caudate nuclei. There were less 
decided changes in the corpora luysii 
and the dentate nuclei. 
changes were found in the red nuclei, 
substantia nigra and optic thalami. 
In the cortex cerebri pronounced: al- 
terations were: found in the frontal 
and parietal lobes, particularly in the 
deeper cell Juyers. Iron which is nor- 
mally present in cells of the basal 
nuclei and is said to be increased in 
spastic conditions, was found in dim- 
inished quantity. The pigment con- 
tent of the cells called for no special 
comment. Finally, the writers sup- 
port the view that lesions of the 
corpora strixta form the anatomical 
basis of the disease. 


Social Work with Traumatic 
Neuroses. 


Bersey C. MITCHELL AND STANLEY 
Coss (Journal of Nervous and Mental 
Diseases, August, 1923) point out that 
the treatment of traumatic neuroses 
would be much more effective if better 
control of the environment could be 
arranged by securing closer coopera- 
tion between the Industrial Accident 
Board, insurance companies, the 
psychiatrist end the social worker. 
Social-work with the individual and 
his personal envirenment will then 
give more promise of success. The 
most important difficulty is the lack 


of prompt attention, of early diagnosis. 


and efficient reconstructive treatment. 
To accomplish this a campaign of edu- 
cation directed particularly to those 
who have to do with the administra- 
tion: of industrial laws, is urgently 
needed. Insurance carriers should be 
approached and _ neurological. and 
psychiatric: societies made to under- 
stand the magnitude of the problem 
from its economic and medical stand- 
points. “Lump sum” settlements have 
frequently been tried and are logical 
methods of compensation, but they 
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should come quickly after the accident 
and be decisive and tinal. The crux of 
the matter seems to lie in avoiding 
delay. It might be accomplished by 
bringing all patients with any pos- 
sibility of neurosis to a psychiatrist 
immediately after the injury. Thus 
consideration would be given to the 
possibility that prolonged examina- 
tions and weekly payments may per- 
petuate symptoms in even slightly 
neurotic individuals. To say that all 
malingerers and neurotics are abnor- 
mal before their symptoms appear is 
begging the question. 


Sensory Dissociation in Peripheral 
Nerve Injuries. 

JosEPH ByRNE (Journal of Nervous 
and Mental Diseases, March, 1923), 
after observivg carefully two patients 
in whom radial nerve had been divided, 
concludes that the occurrence of proto- 
pathic and critical dissociation after 
peripheral nerve injuries points to the 
existence of two fundamental, inde- 
pendent anatomical systems of nerve 
fibres for the mediation of the basic, 
critical and affective forms of sensi- 
bility. The two systems have  inti- 
mate relations and each functionates 
in a general way as the antagonist of 
the other. Within limits each system 
may partially inhibit the other, so that 
elements froin each may fuse or enter 
consciousness simultaneously, forming 
the basis of the ordinary composite 
sensations such as pricking, heat, cold 
et cetera. The fundamental critical sys- 
tem is further differentiated into inde- 
pendent sub-systems of fibres for the 
mediation of the specific elements, 
warmth, cold et cetera. The affective 
system does not become differentiated 
otherwise than as it functionates side 
by side with the critical system, sup- 
plying the affective element in ordi- 
nary composite sensations. ‘“Proto- 
pathic” heat and -cold as primary 
forms of sensibility have no existence 
in fact. Spatial discrimiation as tested 
with compass points is not a primary 
form. of sensibility. The so-called 
“epicritic ranges” for heat and cold 
have no existence in fact. They are 
merely an arbitrary division of the 
general range which for each of the 
critical elements warmth and cold is 
a natural continuum. In deep sensi- 
bility the critical and . affective 
elements are mediated by separate 
anatomical systems which have func- 
tional inter-relations like those in the 
superficiale systems. The “cooperation 
of antagonism” under which these sys- 
tems act, is of the highest importance. 


Lethargic Encephalitis and Herpes 
Febrilis. 

_Z. SZYMANOWSKI AND NATHALIE ZYL- 

BERLAST-ZAND (Brain, Part I., 1923) 
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larly the vesicles of herpes febrilis 


| contain a filtrable virus, infectious to 


' system. 


the rabbit and in a lesser degree to 
the guinea pig and mouse. Scratching 
the cornea of a rabbit with a scalpel 
infected with the contents of a her- 
petic vesicle produces a series of 
typical vesicles. Further, the contents 
of a herpetic vesicle introduced under 
the dura mater cause specific changes 
in the brain and a brain emulsion from 
an infected rabbit reproduces identical 
changes in the cornea. The clinical 
symptoms in animals infected by en- 


' cephalitis lethargica are identical with 


those of herpetic infection. The 


' authors, therefore, claim that herpes 


febrilis, until lately regarded as an 
innocent infection of the skin appear- 
ing either by itself or associated with 


' some acute or chronic infective dis- 
| ease, 


as pneumonia, acute cerebro- 
spinal fever or tabes dorsalis, is cap- 
able of affecting seriously the nervous 


_ system of the rabbit and leading to its 


death. 


Neurasthenia and States of 
Depression. 
MaovRIcE wvE Freury (La Presse 
Médicale, July, 1923) agrees with 
DBnbois of Berne that there is nothing 


, more than an artificial dividing line 


between hysteria, neurasthenia, melan- 


| cholia, the anxiety neurosis and cer- 


tain states of mettal degeneration. 


. Neurasthenia is an accidental condi- 
' tion, it suggests toxi-infection and is 


not constitutional. Its dominant char- 
acter is fatigue, not imaginary, hypo- 
chondriacal fatigue, but a real physical 
depression, made obvious by loss of tone 
in the muscles not only of locomotion 
but of the vegetatiye system and by a 
lowering of function in the endocrine 
It ts a curable disorder and 
the most appropriate treatment is to 
attack the physical side in the first 
stage and tke mental side later Un- 
like melancholia onset is slow, so is 
recovery and there is little tendency to 


| relapse. 


Parkinsonian Post-Encephalitic 
Features. 


HERMAN EvuremMsusz (Revue Neuro- 


| logique; May, 1923) draws attention 





bring evidence to show that the viruses , 


of. lethargic encephalitis and herpes 


febrilis are closely related, if not iden- 


tical. It ‘is well known that the virus 
of lethargic encephalitis is inoculable 
in ‘laboratory animals, especially mon- 
keys and rabbits and gives rise to 
specific pathological lesions. It is 
easily preserved in glycerine. 


Simi- - 


CS Se es 


to abolition of the tendon reflexes as 
a feature of -he Parkisonian condition 
which not infrequently follows en- 
cepalitis lethargica. The writer’s ex- 
perience of ordinary Parkinson’s dis- 
ease is that the tendon reflexes are 
either normal or exaggerated and he 
thinks that in reported instances of 
the disease -vith absent reflexes there 
have been concomitant posterior col- 
umn changes. To explain the absence 
of the reflexes in the post-encephalitic 
condition, he points to the anatomical 
fact-that inflammatory lesions are not 
confined wholly to the basal nuclei of 
the brain. In many instances extensive 
changes have been found in the spinal 
cord, sometimes affecting the grey and 
sometimes the white substance. Affec- 
tions of this kind would adequately ex- 
plain the lost reflexes. Involvement 
of peripheral nerves must also receive 
consideration. 
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British Medical Association Mews. 


SCIENTIFIC. 





A MEETING OF THE QUEENSLAND BRANCH OF THE BRITISH 
MEDICAL ASSOCIATION was held at the B.M.A. Building, 
Adelaide Street, Brisbane, on September 7, 1923, Dr. D. A. 
Cameron, the PRESIDENT, in the chair. 


Foreign Body in the Stomach. 


Dr. J. V. Dunic in the absence of Dr. R. A. G. MALCOLM 
of Blackall showed two hair balls that had been removed 
by Dr. Malcolm from the stomach of a child. 


Double Ectopic Gestation. 


Dr. Duhig also showed specimens of double ectopic 
xestation that had been removed by Dr. Malcolm. 


Polycystic Kidney. 

Dr. D. A. Camrron showed a specimen of a polycystic 
kidney. The patient, a man of forty years of age, had 
suffered from hematuria eight years previously. He had 
complained of sudden pain on the right side of the abdo- 
men which was rigid and tender in the loin and in 
front. At first the condition had been diagnosed as 
perirenal abscess. When the tenderness had subsided the 
kidney had been palpable and movable. Owing to the 
patient’s condition the kidney had been removed. The 
other kidney had been palpable from the abdomen. Con- 
valesence had been uneventful. No test of renal function 
had so far been carried out in connexion with the re- 
maining kidney. 


Tuberculosis In Ex-Soldilers. 
Dr. W. H. Steet read a paper entitled “Some Notes on 
Tuberculosis in Ex-Soldiers” (see page 507). 


Dr. A. STEWART congratulated Dr. Steel on his excellent 
suggestions regarding exercise. This should never be 
overdone because unexpected exercise was very harmful 
to the patient. He considered that the examination of 
the sputum should be done more frequently and more 
systematically. He had no experience of the picric acid 
stain, but believed that it was often better not to use 
a counter-stain. Counter-stains frequently clouded the 
films, especially thick ones. Before a patient could be 
regarded as free from tuberculosis, the sputum should 
be examined ten times in succession. A week should 
then be allowed to elapse and a further ten examinations 
made. He disagreed with Dr. Steel regarding the cause 
of dyspnea. Profuse fibrosis in ultra chronic cases was 
due to emphysema. He did not consider that Patterson’s 
treatment was practical in Australia. Faked labour such 
as carrying stones from one heap to another was a 
failure. The absence of hemoptysis in Dr. Steel’s patients 
showed that he was doing the right thing and reflected 
great credit on him. The hemoptysis required no treat- 
ment in the majority of instances. There was nothing 
to do for hemoptysis in the early stages and no remedy 
would stop hemorrhage in the advanced stages. He had 
found that “Hemostatic serum” was excellent in these con- 
ditions, though rather expensive. 


Dr. A. T. H. Nisset stated that if a radiogram of the 
chest were taken early in a doubtful instance and then 
compared with a later radiogram, it was frequently of 
great help in the diagnosis. The hanging drop type of 
heart improved greatly under treatment, but would recur 
if a relapse took place. There was a great lack of facili- 
ties to compare the affected pulmonary areas post mortem 
with what was shown on the plate. Until more post 
mortem examinations could be obtained, they could not 
go much further in this direction. The question of active 
and passive lesions could not be definitely decided by 
X-rays. 

Dr. Evxtis Murpny referred to those patients who ap- 
peared to be tuberculous and yet had no tubercle bacilli 
in the sputum. In them the signs were usually situated 
in the right lung. A thorough examination of the throat 











and accessory sinuses would frequently reveal chronic 
catarrhal conditions and also suppuration. — 


Dr. D. Girrorp CROLL, C.B.E., considered that in Queens. 
land patients had as good a chance of recovery and 
return to useful occupations as anywhere else. Rest, 
fresh air and good food were the first essentials. Sana. 
toria were necessary for exercise and training. Very few 
patients had been sent from Stanthorpe to “Ardoyne” as 
incurable. He objected to the general classification of 
early and advanced tuberculosis if it were based on 
physical signs alone. Some patients improved with rest 
and careful management, while others, though in the 
early stages, did not manifest any improvement. All 
patients should be sent to a sanatorium for observation 
before being admitted to a hospital for incurable dis. 
eases. There was no place in Queensland for a hard 
working woman who needed rest and a chance to respond 
to proper treatment. The soldier had in this respect 
considerable advantage over the civilian. Dr. Steel's 
suggestions in regard to the heart were very useful, 
though probably they had not been completely proved. 
He had found the use of “Hemostatic serum” in hemop. 
tysis invariably gave a striking effect. 


Dr. R. GRAHAM Brown referred to the frequency of nasal 
and oral sepsis in tuberculous patients. It was difficult 


| to get a general practitioner to agree to the removal of 








septic tonsils and sinuses in the presence of active tuber- 
culosis. A routine examination of the teeth was also 
necessary. Every instance of laryngeal tuberculosis was 
usually associated with septic conditions higher up in 
the respiratory tract. The condition of some patients 
was too advanced to do anything, but in others good 
results were obtained from treatment. While in Lordon 
he had met men doing the practical side of Dreyer’s 
work. They were very guarded in their remarks, but 
some improvement had been noted, though not as much 
as stated in the London press. He had had very fine 
results in the control of hemorrhage by the use of 
“Hemostatic serum.” 


Dr. J. V. Dunic considered the best method of staining 
tubercle bacilli was the original Ziehl-Neelson method. 
He did not consider a period of five minutes was long 
enough and recommended Dr. Steel to try fifteen minutes 
from the time steaming started. Strong alkali would 
frequently be the means of demonstrating bacilli other- 
wise missed. The “Antiformin” method was a great aid. 
He would like to know in how many instances tubercle 
bacilli had been found in sputum in which such organ- 
isms had not previously been found. 


Dr. E. S. Meyers laid emphasis on the difficulty of 
diagnosis. He asked what was the percentage on dis- 
charge of those who had not had demonstrable bacilli in 
the sputum. Were there any records of such patients 
showing whether they had done better than those in 
whom the disease had been arrested? He also inquired 
how many men had suffered from dyspnea in the day 
or night apart from exercise. He considered many patients 
had myocarditis. Port mortem examinations and micro- 
scopical examinations of sections of the heart were re- 
quired to clear up this point. There was no stardérd of 
fibrosis even for civilians. Fibrosis due to death of lung 


| cells was more important than mere increase of fibrous 


tissue, but it was very difficult to tell by X-rays under 
which group a given patient should be placed. 


Dr. Steer in reply stated that the routine adopted at 
the Repatriation Hospital was that failure to find 
tubercle bacilli on three successive occasions was con- 
sidered satisfactory. Very often patients ready for dis- 
charge from sanatorium had only about 3.5 cubic centi- 
metres or less of mucoid sputum in twenty-four hours. 
The yellow background in microscopical examinations was 
comparable to Dr. Stewart’s suggestion of no counter- 
stain. “Hemostatic serum” had not been tried, because 
they had had only about six patients with persistent 
hemoptysis. 

While performing X-ray examinations of chests it was 
very noticeable that the exercise tolerance almost always 
varied with heart tone as indicated by the shape of the 
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New Zealand and was not going to do anything. He 
chiectasis had been seen, as most repatriation patients | again had tried to get the adjournment of the House, 
had already been adequately treated before admission to but the time had been too short. The next event had 
the sanatorium. In his experience apart from cough and | been Professor Farr’s interview with him. In the mean- 
copious sputum signs and symptoms had not been pro- | time he had asked Mr. Gregg to get in touch with Mrs. 
minent in these septic nasal and pharyngeal conditions, | Farr. Mr. Gregg had arranged the interview with Pro- 
as they nearly always were in tuberculosis. fessor Farr at witness’s house at Coogee some time in 

He agreed that the physical examination alone gave | February, 1921. Professor Farr had brought certain docu- 
yery little indication of activity, degree of advancement, | ments and had asked witness whether he would like to look 
or otherwise. Very often it was misleading. ' at them. Witness had just looked over them and had seen 

It was realized that mistakes might be made in diag- the headings. Professor Farr had offered to read the 
nosis when persistent septic nasal and pharyngeal con- | documents and had read extracts from them. Witness 
ditions were present with bronchiectasis. However, if the | had been somewhat impressed by the matter and had said 
patient’s general toxic condition was very pronounced and that the best thing would be to have an interview with 
persistent, tuberculosis was usually present and if not , Professor Farr, Mrs. Farr, Mr. Gregg and himself. He 
the patient required very similar treatment. The nasal | had not asked for a reply at once. Professor Farr had 
conditions should be treated in either case. He con-  promsied to let him know in the course of a few days and 
sidered it safer to diagnose probable tuberculosis because | witness had undertaken to do nothing in the meantime. 
in the one instance little harm was done to the patient’s | He had told Professor Farr of the various allegations that 
health, in the other a false idea of security was given | Mrs. Farr had made in connexion with the Argentine mat- 
him and this was often fatal to any hope of ultimate | ter, the question of the will, the question of her removal 
cure. He agreed that the nasal conditions must be | from New Zealand to New South Wales, the motor cycle 
attended to sooner or later, but urged that only conserva- | incident, the house incident and the payment of her main- 
tive measures should be used until the patient’s sputum | tenance out of her own pocket. He had not denied the 
failed to contain demonstrable tubercle bacilli. He had | allegations, but simply remained silent, with the excep- 
seen several catastrophes result when tubercle bacilli tion, witness thought, of the maintenance question. Witness 
were numerous in the sputum. General anesthesia was | believed that Professor Farr had said that he had been 
to be avoided if possible when tuberculosis was active. | maintaining Mrs. Farr. He had told Professor Farr his 

Most of the disciplinary cases mentioned in his paper | opinion concerning Mrs. Farr’s sanity and had added that 
were due to alcoholism. Patients whose sputum did not | even if she had been insane and was liable to become in- 
contain demonstrable bacilli, did better than the others on | sane in the future, would it not be advisable to try some 
discharge. This was to be expected. The sputum of about | other treatment or some other environmet. Perhaps hyp- 
60% of his patients contained tubercle bacilli. Fishberg | notic treatment might be useful. A few days later Pro- 
considered that such a figure necessarily meant many fessor Farr had sent him a letter. The letter was read. 
mistakes in diagnosis. Dr. Steel could not agree with “I have to thank you for the very courteous conversation 
him, at least as far as the type of case he had seen was | we had last night. The subject of our talk is as you may 
concerned. The patients seen in sanatorium did not suffer _ imagine a most painful one to myself, as it has been the 
from periodic attacks of dyspnea. It had not been main subject which has occupied my mind since 1912. 
possible to differentiate the effects of the different types “The letters which I showed you will have convinced you 
of gas. | what an extremely difficult case it is, and what I told you 
~<—— | will have shown you that we have spared neither effort 

nor money to do the very best that can be done under the 
Wevdico-Legal. sad circumstances, and we still intend to continue to do it. 


NovuMBER 17, 1923. 





shadow. Not many instances of sinus sepsis with bron- 





“I regret that after considering the situation I cannot 

| accede to your request to ask Dr. Sinclair to allow you 

to see Mrs. Farr. I think the effect of your intervention 

THOMPSON versus THE AUSTRALASIAN MEDICAL | (well meaning as undoubtedly it was) has been decidedly 
PUBLISHING COMPANY, LIMITED, | bad upon my poor wife’s health. 

AND OTHERS. | “J have sought the advice of the best mental specialists 
| I have been able to obtain, both here and in New Zealand, 
mae | and I must be guided by their judgement, which I may say 

(Continued from page 506.) | entirely coincides with my own knowledge and experience. 
Dr. Thompson then resumed his evidence. He had seen “The care of my wife is in the most competent and 
some members of Parliament with a view to getting the _ kindly hands of Dr. Sinclair, Dr. McDouall and Dr. David- 
adjournment of the House moved or a select committee | son, and in these gentlemen I have every confidence. 
appointed. He had then asked Mr. Gosling of the Lunacy | “J therefore beg of you as a gentleman, who has no 
Department if he could get an official visitor to visit | doubt my wife’s best interests at heart, to leave the case 
Mrs. Farr, but had been informed that the official visitors | to those who I can assure you know much more about it 
did not visit private asylums. He had again seen Mr. | than can be gathered from an interview, such as yours, 
Storey and the Premier had asked him if he would put in | which can hardly have lasted an hour. 
writing all he had to say. He had asked for the state- “In doing so I can assure you that you will be acting in 
ment as soon as possible. He had written the statement | the best interests of Mrs. Farr whose mental condition is 
on his return to his home late that night, but had not such that we must keep her from all undue excitement.” 
read it through afterwards, owing to the haste. He had | __ Shortly afterwards a deputation had been organized to 
| 
| 
| 





posted it that night. He did not think that he had re- | Mr. Dooley and witness had been present by courtesy. He 
ceived an answer to that letter at that time. He had | had made a speech which had been reported in The Daily 
waited for a week or two and had then communicated | Telegraph. The day before there had been a letter of his 
again, but nothing had been done. After three weeks he | in the Evening News. This was on March 16, 1921; the 


had taken a deputation to the Premier. He thought that | deputation had taken place on March 17 and the report 


it had been introduced by Mr. Gosling and he had taken | had appeared on the following day. Mr. Dooley and Mr. 
McGirr had made a series of statements in reply to the 


it to the Premier. That was about December. He had | 
had a further conversation with Mr. Storey the result of | deputation. Mr. McGirr had told the members of the depu- 


which had been that the latter had said that he would | tation that the matter had been inquired into and that 

have inquiries made in New Zealand. Witness had waited | they could see the papers if they wanted to. He had also 
, for a week or a fortnight. As Parliament was to adjourn | said that the asylums were well administered. He thought 
about the end of December, he had written to the Pre- | that the deputation had received the impression that some- 
mier’s Department and had received-several letters from | thing further would be done. Witness stated that nothing 
the Premier and from his private secretary. Towards the | further had been done. He thought that it was a little 
end of December the final letter was to the effect that | later when he had received a letter from Mr. Harkness 
nothing was to be done, that the Premier had heard from | stating that as far as the department was concerned the 
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matter was closed. He had made one further effort. The 
annual conference of the Australian Labour Party had 
been sitting at that time. He had written to the chairman 
for permission to address them in regard to the matter. He 
had addressed them for about three-quarters of an hour. 
They had passed a resolution requesting the Government 
to inquire into the case and into lunacy matters generally. 
Nothing had resulted from that, except that witness heard 
that Mr. McGirr was going to have Mrs. Farr deported. 
He therefore acted immediately and asked Mr. Gregg to 
take action under Section 99 and, if necessary, ask the 
Judge for an order to prevent her deportation. Mr. Gregg 
had taken action and the matter had come before the 
Equity Court and the Judge had ordered Mrs. Farr to be 
brought to the Reception House. The Judge had further 
ordered that “we” should be allowed to see her. He had 
also ordered that they should have four other doctors. 
They had said that they had had some difficulty in getting 
doctors to examine Mrs. Farr or that they might have 
some difficulty. He had made a special effort to get 
medical men in Sydney to see Mrs. Farr. He had gone to 
various doctors and had told them that he did not wish 
them to give any ex parte evidence or to examine her with 
regard to ex parte evidence, but to examine her and to 
give their candid opinion in regard to her mental condi- 
tion. He had consulted twelve practitioners of whom 
two were alienists. He thought that ten had refused. All, 
with the exception of Drs. Arthur, Nash and Fraser, had 
refused. 

Mr. Shand and Mr. Mason had appeared for Mrs. Farr 
and witness had guaranteed the expenses of the inquiry 
verbally. Since then he had paid £500. Mrs. Farr had not 
paid him. All she had done in the matter was to send a 
subscription of ten guineas to the fund some time later 
when she was in New Zealand. At no stage in the matter 
had he insinuated himself between a medical practitioner 
and his patient, nor had he followed or sought to follow 
a patient from pillar to post. He did not know what that 
meant. This woman had appealed to him and he had done 
what he could for her. He had not made a vain attempt 
to set the authorities at naught. He had been trying to 
get the authorities to act.. He had not levelled a charge of 
conspiracy against medical practitioners of the highest 
repute, nor had he formulated such a charge. Neither 
had he made any allegations against medical practitioners 
which were unjustified or unwarranted in his belief. Since 
the publication of the article there had been a difference 
in his professional income. For the period ended June 30, 
1921, his income had been £1,344, for the year ended June 
30, 1922, it had been £1,413 and for the following year it had 
been £1,023. 

The witness was then subjected to a very long and 
searching cross-examination by Mr. Watt. In regard to the 
loss of practice witness stated that in a previous action 
against the New South Wales Branch of the British Medical 
Association he had claimed £5,000 damages and that he 
had got a verdict for £2,000. He admitted that he had been 
claiming at that time for the loss of practice on account 
partly of the causes of which he was then complaining. In 
regard to the payment of the costs of the Farr inquiry he 
stated that certain people had formed themselves into a 
committee with the object of raising a fund to recoup the 
costs. They had collected about £60 or £70. Witness had 
not paid any costs on Professor Farr’s side. His Honour 
had stated in that action that he regretted that he could 
not make witness pay the costs. Witness did not know 
how much he had paid Mr. Gregg altogether. It was more 
than £600. The £500 was exclusively for the Farr inquiry. 
The knowledge that Mrs. Farr was a wealthy woman had 
come out in the course of his investigations. He had not 
tried to get Mrs. Farr to pay anything on account of the 
£500. He had not suggested to her that she should pay 
the costs. He had just left it to her honour. He had not 
tried to get money out of her estate. He might have sug- 
gested that she should release her estate, but he did not 
remember having done so. Witness had not done this with a 
view to getting the money he had paid out of the estate. 
He denied that he had written to Mrs. Farr acknowledging 
the receipt of ten pounds “on account.” The Lunacy Re- 


form League had communicated with the Public Trustee | 
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in New Zealand .when they had found that Mrs. Farr hag 
been released, requesting that her estate should be released. 
Witness had taken part in this. He was not the Lunacy 
Reform League; there were others. A Mrs. McCathie haq 
written suggesting that a fund should be raised to pay the 
expenses of the inqury, which he had guaranteed. Those 
expenses were really Mrs. Farr’s debt. Witness admitted 
that he remembered having written certain passages read 
to him by Mr. Watt in letters to Mrs. Farr. He had writ. 
ten: “That miserable cur, Dr. Sharp, at the B.M.A. meet. 
ing put in an anonymous letter, trying to make out that 
you were on the verge of a breakdown and not very well at 
present. I got his name and replied suitably to his miser. 
able lies.” He had also written to Mrs. McCathie about 
Mrs. Farr’s will: “She should make a will which would be 
quite valid, so as to deprive that old scoundrel of a hus. 
band of anything.” In the sentence: “If she does not do 
that she will have the mortification of knowing that her 
worst enemy .. .” he was referring to her husband. 
He had written: “I hope Mrs. Farr will not let the trial to 
which her enemies are subjecting her, worry her, for by so 
doing, she will be playing straight into their hands; be- 
sides it will do no good and things will come out all right. 
The scoundrels would be only too glad and are probably 
working to this end.” The expression “the scoundrels” had 
been intended to apply to whom it fitted. One of the people 
he had thought might be involved was the husband. The 
Public Trustee, he thought, had been acting improperly or 
the Public Trustee office, he was also one of them. He did 
not know the Public Trustee. The expression had been 
written in a private letter and was a kind of general 
statement. Witness said that perhaps the expression had 
been hasty. He had not referred to Dr. Granville Sharp 
when he had written about “her enemies” and _ the 
“scoundrels,” but only to Professor Farr, the Public Trustee 
and her relatives in South America. He admitted that 
the letter went on: “The scoundrels would be only too glad 
and are probably working to this end, if they could annoy 
her so much as to cause her to have a breakdown in 
health.” That would be a very scoundrelly thing if it were 
deliberate. He did not know that it would be next door 
to murder. In reply to the questien who was intended 
when he wrote: “So that, if she is so inclined, point out 
the futility of worrying, as it would not help, but only 
hinder her by rendering her less fit to cope with the powers 
of evil,” witness stated that it referred to whom it fitted. 
He admitted that he had had Professor Farr, the Public 
Trustee and the brothers and sisters of Mrs. Farr in mind. 
He had not been referring to any doctors. They had com- 
municated with Mrs. McCathie in order to get her to do 
what she could for Mrs. Farr. Mr. Watt asked whether 
it was not to stir up an agitation to prevent Mrs. Farr’s 
re-incarceration and witness replied: “If you like to put 
it in that way.” Some questions were asked concerning a 
letter from Mrs. McCathie and a report from her. Witness 
stated that he did not know whether it was a report sent 
to the Lunacy Reform League or a letter to Mrs. Ryan that 
he had called a malicious report. 

Witness said that he had not made any inquiries of 
Dr. Chisholm Ross or Dr. Stratford Sheldon who had signed 
Mrs. Farr’s certificates in 1912, before stirring up the in- 
quiry and publicity and notoriety which had followed Mrs. 
Farr and her husband. He had made some inquiries in 
New Zealand through Mr. Payne. Mr. Payne was Mr. 
Dooley’s private secretary. The inquiries had been made 
by the Government, although Mr. Payne had taken a private 
interest in the matter. Witness would not admit that in 
starting the trouble;- he had relied on Mrs. Farr’s word, 
although he knew that she had been in and out of lunatic 
asylums since 1912. His own examination of her and her 
papers and the fact that the Public Trustee and the Master 
in Lunacy had been taking instructions from her had 
confirmed Mrs. Farr’s statements. He had not written to 
any of the doctors in New Zealand. He could not have 
written because he had not their addresses. Mr. Watt 
suggested that no address would be required for a letter 
to the Inspector-General of the Insane of New Zealand. 
Witness admitted this. He had asked permission to go 
to Mount Saint Margaret’s Hospital, but had been pre- 
vented. This was permission to see her by himself. He 
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had tried to make inquiries of Dr. Davidson at an inter- 
view, but had been unsuccessful. 

Dr. Thompson at this stage was further examined by Mr. 
Holman. Witness was shown numerous documents which 
were put in as exhibits. He had a statement of the sums 
upon which he had paid income tax in certain years. For 
year ended June 30, 1921, his income had been £1,555; for 
the year ended June 30, 1922, it was £1,251; for the year 
ended June 30, 1923, it was £936. 


The cross-examination was then continued. Certain 
questions were put and answered in regard to the number 
of doctors practising in the Randwick district during the 
period of the past five years. 

Referring to the documents witness had seen, witness 
was asked about a report by Dr. Williamson. He had seen 
it first, he thought, at the Reception House. He had 
seen Mrs. Farr four or five times there. He thought that 
Mrs. Farr had shown it to him and had kept it. He 
could not swear definitely whether he had seen the docu- 
ment before or after he had started proceedings. He did 
not question Dr. Williamson’s capabilities as an alienist. 
Notwithstanding the contents of this report witness had 
not made any attempt to see Dr. Williamson. He had 
taken all these things into consideration, but the essential 
thing was his own observations. After having been asked 
about his own training in psychiatry, witness was asked 
whether he realized that the things Mrs. Farr had told 
him were very serious charges to make against her hus- 
band and the doctors who were associated with her. He 
replied that the charges she had made against her hus- 
band were serious. She had not put a conspiracy before 
witness. She had been talking about her husband. Mrs. 
Farr had stated that she was sane and ought not to be in 
asylums and that her husband had got her there. Asked 
whether she had given witness names of the doctors who 
had been instrumental in getting her there, he replied 


- that she had said that certain doctors had attended her. 


He knew that people could not get into lunatic asylums 
without the help of doctors, but they might have been 
acting in good faith. He had not concluded that there 
was a wicked conspiracy against her. Witness said that, 
assuming that he had come to the conclusion that some 
brother practitioners were being involved by this woman 
in a charge of conspiracy, it would be one alternative to 
have gone to them and get their side of the story before 
he “stirred up the mud.” She had mentioned the names of 
Dr. Jeffreys, Dr. Tizard, Dr. Truby King, Dr. Sheldon, 
Dr. Ross, Dr. Davidson and Dr. Sharp. There was also 
Dr. Foreman. He did not know whether Dr. Williamson 
had been mentioned at the first inquiry. He did not know 
whether she had mentioned Dr. Sinclair. He did not think 
that she had mentioned Dr. McDouall or Dr. Gibson or 
Dr. Smith. He did not know Dr. Jeffreys by repute. He 
had not taken any trouble to find out what was his stand- 
ing. He had made no inquiries either of them or about 
them. The other alternative was to have a public inquiry. 
That might have attracted a great deal of public attention. 
He had not been looking for advertisement. He had gone 
thoroughly into the Chidley matter, but he had not stirred 
up the inquiry. He had given evidence for Chidley, but 
had not been his adviser. 

In regard to the letter he had written to Mr. Storey in 
which he had said: “I want to ask you if you will be good 
enough to release Mrs. Farr at once pending a public in- 
quiry. I feel sure you will not stand on ceremony where 
an alleged crime is being consummated,” he denied that 
he had alleged the crime; that was Mrs. Farr’s allegation. 
When he had written the letter. he had had in mind that 
she was being detained in an asylum (which was the 
alleged crime), that her maintenance was being taken out 
of her estate and the allegations in regard to her hus- 
band. The word alleged was understood in connexion 
with the following sentence: “and where a poor defence- 
less woman is being persecuted and robbed.” ‘The letter 
had been written very hastily. Witness admitted that the 
request for her release was his as well as Mrs. Farr’s. 
Pressed on this point, witness stated that he had thought 
that there was something on one side and something on 
the other side and that the only way of getting the truth 





of the matter would be an inquiry. He swore that he had 
not meant to convey to Mr. Storey by the letter that he 
thought that the crime was being consummated and that 
she was being persecuted and robbed. He stated that he 
had an open mind. He had had Dr. Granville Sharp in 
mind when when he asked Mr. Storey not to allow private 
doctors to usurp the function of the Government. The 
letter also contained the following: “You may rely on me 
to give you any assistance I can, as I do not fear the 
profession and am prepared if necessary to defy it, where 
the public interest is at stake.” His report was: “I know 
and have examined Mrs. Farr and am emphatically of the 
opinion that she is quite sane and therefore that her 
detention and control by others is most improper and 
irregular.” He maintained that he had an open mind. His 
Honour asked how could he have an open mind if he 
believed that she was sane and was improperly incar- 
cerated. He argued that he had an open mind, as it was 
possible that his opinion was wrong. The doctors might 
have been detaining her and acting bona fides, but it would 
still be improper and irregular as far as Mrs. Farr was 
concerned. The report continued: “She is being controlled 
by a Mrs. Metcalfe who was receiving seven guineas a week 
for Mrs. Farr and had been doing so for some months. 
Mrs. Farr told me that certain people were threatening to 
send her back to the mental hospital in which it appears 
she had previously been incarcerated. She resented this 
threat, as well as the control that was being exercised 
over her. In short she objected to being kept a prisoner. 
This conduct caused her much worry which was aggravated 
by her defencelessness, seeing that she had no friends 
to whom she could appeal for protection. She also bitterly 
complained that her funds were being controlled by others 
and that the doctors and others were making a case of 
her and she objected to Dr. Davidson seeing her.” Witness 
stated that there were Mrs. Farr’s statements. He had 
merely passed them on to the Premier. Witness said that 
he did not know that Mrs. Farr was out on licence until 
either Dr. Davidson or Mr. Harkness told him. In a later 
part of the report he had written: “It appeared that her 
husband was satisfied to leave his wife in Australia 
amongst strangers and to have more or less deserted her.” 
Witness said that this meant it appeared to him. 

In the course of further cross-examination concerning 
what witness had written, there was the sentence: “I can 
also vouch for the fact that the conduct of this peculiar 
obnoxious woman was very reprehensible and open to 
suspicion; the same remark applies to others.” He meant 
Mrs. Metcalfe, Professor Farr, Mrs. Cook and Dr. David- 
son, but not Dr. Sharp. He held that Dr. Davidson’s 
conduct was objectionable and unreasonable, but he had not 
said open to suspicion. Asked whether, if he had been 
making a bona fide examination of the woman’s condition, 
he as a professional man would not have welcomed the 
presence of two other doctors at an interview with the 
patient, he replied that he might have welcomed their 
presence afterwards. Mrs. Farr had wanted to see him 
alone. He had spoken about suspicion and reprehensible 
conduct and he © imitted after repeated questions that it 
might have appia.ed to be suspicious that he wanted to 
get her under his control on account of her estate, when 
he refused to see her except alone. He added that he had 
not completed his investigations and wished to do so. 
Witness had thought that if someone else were present, it 
might interfere with Mrs. Farr’s freedom. It might have 
appeared that he had been butting in, but the doctors might 
have waited to see what he had to say. He did not know 
what had taken place between Mrs. Farr and Dr. Jeffreys. 
He had not made any inquiries. It had never entered his 
mind that there would be any objection to seeing her 
alone. She had always struck him as a very quiet and 
refined woman. He had written: “This, despite the fact 
that the Minister for Health had instructed Mr. Hark- 
ness to get me a permit. The objectors were certain doc- 
tors. The fact of these objections lends further suspicion 
to this case.” Witness said that the report had been 
written in haste. The report continued: “One day I was 
told that the Inspector-General of Insane had to be 
approached, the next that he had no power over private 
mental hospitals. Another extraordinary admission. Mrs. 
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Farr is still being kept a prisoner. This treatment as well 
as her proximity to lunatics is only calculated to have a 
damaging effect on her mind. Mrs. Farr told me that 
she was firmly of opinion that the doctors, etc., were 
making a case of her and making money out of her defence- 
less position. She showed me an itemized account. From 
this I gathered that she had already lost a few thousand 
pounds over this mental business. If I remember rightly, 
there was an item of about £600 odd to Dr. Sharp. It 
appears that Mrs. Farr has no friends here and that her 
relations are in South America. She told me that she 
was left several thousand pounds and at the present rate 
she would soon be penniless, that her estate was controlled 
by others and that she could not get at a penny or please 
herself what she did. From the evidence before me it 
appears that something very improper is going on in this 
matter and that this case requires probing to the bottom. 
Mrs. Farr is certainly not insane now, whatever her 
condition may have been before. But even though she 
were insane, it is a scandal that certain persons should 
have the power or nerve to kidnap people and gain 
thereby and keep people imprisoned at their sweet will. 
At present this appears to be possible. In my opinion 
lunacy administration is either thoroughly bad or it lends 
itself to glaring abuses. It stands in need of radical re- 
form and the public should have some control over 
officials, doctors and private individuals involved therein. 
This is the third case that has come under my notice 
pointing apparently to corruption or laxity in lunacy ad- 
ministration.” Witness said that it was Mrs. Farr who 
had said that about kidnapping people. Asked whom he 
meant in regard to the kidnapping, he replied that Pro- 
fessor Farr had kidnapped her from New Zealand to New 
South Wales. He had gained thereby, because he was 
not maintaining her. The expression “certain persons” 
was indefinite and did not involve a charge against Pro- 
fessor Farr, the doctors, the hospital and everyone associated 
with the case. Witness said that if Mrs. Farr were sane, 
her case would be one of the glaring abuses. He thought 
that she was sane. He maintained that he had an open 
mind, because there were certain statements that required 
confirmation or refutation and it was possible that he 
might have altered his mind at an inquiry. He had not 
intended to level a charge of corruption against the per- 
sons concerned in this case. It was an alternative ex- 
pression—laxity or corruption. Perhaps dissatisfaction or 
laxity should have been used. Pressed witness admitted 
that he might have meant corruption as far as Professor 
Farr was concerned. Of course, he did not know whether 
it was true. He merely had Mrs. Farr’s statement and 
certain documents. The Chidley case was one of the 
three. He did not know whether there was corruption 
or laxity in that case. He supposed that it would be 
laxity or carelessness. He did not remember whether at 
the time it was intended to be a deliberate charge of 
corruption. In the report he had written: “I desire 
that this persecuted woman be released at once, pending 
public investigation of her case and that lunacy adminis- 
tration be inquired into with a view to reform.” He 
thought that he had intended to represent that Mrs. Farr 
was being persecuted. He knew before he had written 
the report which contained the statement: “In conclusion 
I would observe that if Mrs. Farr is fit to be out of the 
hospital, she ought not to be there now; whilst if unfit 
to be out, why was she out on licence for so long. Her 
mental condition has not changed. She has merely been 
re-incarcerated, owing to the fact that she interviewed 
me,” that her medical adviser had sent her back to the 
hospital and had revoked her licence. He did not know 
from Dr. Davidson that he had sent her back to hospital. 
Dr. Davidson had refused to tell him. His charge was 
that she had been spirited away, so that she could have 
no further communication with witness. 

Many questions were asked in regard to the inquiry 
made by the Premier in New Zealand and in regard to 
the deputations. Some of these questions had reference 
to the documents which had been made available to the 
members of the deputation from the Labour Party. Wit- 
ness said that he had seen most of the documents. They 


He was satisfied that Mrs. Farr was sane at the time 
when he had seen her. Witness swore that he had not 
seen a paper signed by Mr. Massey, the Prime Minister of 
New Zealand. 

Witness was unable to remember whether Professor 
Farr had read a letter from Dr. H. Tizard in which the 
writer regretted to inform Professor Farr that if it should 
again become necessary to place Mrs. Farr under treat. 
ment, he would not be able to take her at his hospital, 
because she had been a very disturbing element with the 
other patients. If he had said, when giving evidence he. 
fore Justice Street, that that letter had been read to him, 
he would admit it. Dr. Farr had told him that Mrs. Farr 
had gone out into the street and had used exalted 
language. A great deal of the time of the interview had 
been taken up by the reading of the letters. Witness was 
questioned closely in regard to the interview with Pro. 
fessor Farr. He had stated to Professor Farr then that 
it was a funny thing that he had put his wife into a 
hospital and that she had to pay for it. He thought that 
Professor Farr had said that he was paying. He further 
said that Professor Farr had remarked that Dr. Davidson 
had acted very foolishly in objecting to an interview 
between witness and Mrs. Farr. Witness was also asked 
about a letter from Dr. Jeffreys to Dr. Farr in which 
the former wrote that he was afraid to enclose a letter 
from Mrs. Farr, as it would distress him. Witness 
replied that he had a vague recollection of that letter, 
He had received a letter from Professor Farr in which 
he told witness that he had seen Dr. Sinclair after the 
interview. Witness did not know whether there was 
anybody he would class higher in this class of work than 
Dr. Eric Sinclair. He had not attempted directly to get 
into touch with Dr. Sinclair. He preferred to see Mrs. 
Farr and get the matter inquired into rather than to go 
to the lunacy authorities. In the course of replies con- 
cerning the competency and sense of honour of the doc- 
tors involved witness admitted that, given competency to 
form judgement and honesty of purpose, the longer time 
a medical man had and the longer knowledge of the case, 
the better qualified he would be to express an opinion. 
He added that the contrary also held good. His exam- 
ination had lasted two hours and Mrs. Farr had been 
committed after an examination lasting nine minutes. 
Somebody had told him that it had been confirmed at 
the inquiry. 

Witness admitted that he had received a letter from 
Mr. Storey as follows: 

“Dear Dr. Thompson: In reply to your letter of the 
29th ultimo I must say that I do not see my way clear to 
give any guarantee that the matter will be settled before 
the House rises. I cannot well take any action in the 
matter until the reply arrives from my colleague in New 
Zealand. If that reply shows that everything is all right, 
I am not inclined to think that it would be possible for 
the Government to push the matter any further. You see 
that after all my Government is bound to administer the 
laws. Whatever doubt I as John Storey may entertain 
as tothe probity et ectera of the medical officers 
accredited and recognized by the Lunacy Department, it 
is only when in possession of extraordinarily strong testi- 
mony that I as Premier of the State of New Scuth Wales 
can take action counter to the opinion of persons who are 
recognized as the chief authorities in this State on mental 
diseases. You may consider this a somewhat conservative 
attitude to take up, but I must remind you that, democracy 
itself is conservative and that no political party would 
take action which would bring it into marked conflict with 
public opinion, unless it were possessed of facts of such a 
character as to convince the average conservative layman. 
In the case in point I am at present faced with the fact 
that Mrs. Farr has been duly certified by the two 
recognized experts as a sufferer from a complaint which is 
said to be well recognized by the profession, known as 
recurring insanity, and that the treatment she is receiving 
is authorized by the husband and approved of by the 
Lunacy Department which is administering her estate. I 
do not, therefore, think it would be proper to use the 





were not sufficient to satisfy him in view of other things. 


governmental machinery to interfere in these arrange- 
ments unless the Dominion Prime Minister’s reply casts 
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grave doubts upon Professor Farr’s bona fides. At the 
same time it would be perfectly proper for any individual 
who considers that Mrs. Farr is improperly detained, to 
make the necessary application to the Court and have her 
prought before a Supreme Court Judge for examination. 
{do not see that it makes any difference whether Parlia- 
ment is sitting or not, since this action seems the only 
possible action that can be taken during the session or 
during the parliamentary recess. In conclusion I may 
assure you that I personally have the highest opinion of 
your medical qualifications, but I am not so sure that 
the ignorant public would regard them in the proper 
ight..” 

_ had also received a letter from Mr. Child, the 
private secretary of the Premier, as follows: 

“ft am instructed by the Premier to state that he has 
now received full reports from the New Zealand Prime 
Minister, Mr. Massey, in regard to this case. These re- 
ports are not of a nature which would justify the Govern- 
ment in taking steps on the lines you suggest. The reports 
in the Premier’s opinion and in which his colleague the 
Minister for Health fully concurs, prove conclusively that 
the action taken by his Department has been vindicated. 
While it is admitted that Mrs. Farr is suffering from 
yecurrent insanity and enjoys intervals in which appa- 
rently she is her normal self, it is the opinion of experts 
poth in this State and in New Zealand that it is not un- 
kind to leave her for a year or two. It is questionable 
whether she is actually normal in her well periods. Let- 
ters of a confidential nature which have been forwarded to 
the Premier, show that Dr. Farr who is genuinely fond 
of his wife, greatly regrets the unfortunate position and 
he has done all in his power to alleviate her condition. 
Under the circumstances the Premier regards the matter 
as finally closed.” 

He had received that letter about the time after he had 

geen Professor Farr. He had written a letter which was 
published in the Evening News. He had not put in the 
headings, “Lunacy Administration: Demand for Inquiry.” 
In this letter in which he had described himself as Dr. G. 
§. Thompson, of 229, Macquarie Street, he had stated: 
“Till recently and perhaps at the present moment a 
defenceless woman is kept at a private mental hospital 
at the instance of certain private persons. I was officially 
informed a few days ago that she had for some strange 
reason been removed for the first time to another institu- 
tion.” The certain private persons were Professor Farr 
and anybody else to whom it might apply. 
- Witness was cross-examined at considerable length in 
regard to the letter in the Evening News and the report 
of the official deputation in The Daily Telegraph. At the 
deputation he had referred to Mrs. Farr’s case and had 
stated that the New Zealand authorities had taken ex- 
ception to her husband refusing to pay for an official 
visit to his wife. Witness stated that he had got that 
from a Government paper. Mr. Dooley had read it and 
had said: “This is a strange thing.” He had also said 
that the next suspicious thing was that she had been 
spirited away to the asylum. It was possible for a person 
to be arrested and spirited away at the instance of a 
private doctor. Witness maintained that one doctor could 
do this. In Mrs. Farr’s case the doctor was Dr. Davidson. 
Many other questions were asked in regard to thise in- 
cident. 

At this stage the Honourable Dr. J. B. Nash, M.L.C., 
was called. He gave the same evidence that he had given 
at the inquiry before Mr. Justice Street. 

Plaintiff then re-entered the witness box. Mr. Watt con- 
tinued his cross-examination, dealing chiefly with a letter 
written by plaintiff to Mrs. Farr and one from Mrs. Farr to 
him, in which she said that she had longed to go to 
Gladesville and had hoped for at least a week there, for 
some of their old patients were there and she felt that 
they “could do” with a cheery smile. He also asked about 
any religious delusions and the delusion that she thought 
that she was “Lady Maud.” Witness denied that she had 
any of these delusions. 

Mr. Holman then re-examined the plaintiff. First of 
all he asked some questions on some personal matters. 





He referred to an action against the New South Wales 
Branch of the British Medical Association. The action 
was still under review. The judgement had been set aside 
and it was under appeal to the Privy Council. Witness: 
was asked what was the relative value of the history of 
the case and his personal observations and replied that 
the value of the history was minor and the value of per- 
sonal observations was major, by far and away the most 
important part. History was important, more so in a 
physical than in a mental case, because it was com- 
municated by the patient in the former instance and by 
others in the latter. Witness felt that alienists had bias. 
They tended to get a bias like most specialists. They 
tended to become autocratic as a result. In connexion 
with the inquiries that had been made by the Premier, 
witness had said that certain information was ez parte. 
Mr. Watt objected to several questions. Witness said 
that it was ex parte because he had been informed by 
Mr. Storey that they were to make inquiries from the 
Premier of New Zealand in order to get information from 
Professor Farr. Witness said that he did not know of 
the reports of Dr. Truby King, Dr. Tizard and Dr. Jeffreys 
at the time. Witness was also asked his opinion concern- 
ing the manifestations of folie circulaire. He doubted its 
existence. It was supposed to be characterized by a phase 
of mania lasting from a few days to a few months, fol- 
lowed by melancholia and then a so-called lucid interval. 
Then the thing began over again. Some authorities held 
that the intervals were not lucid, but that it was insanity 
with exacerbations. 

Evidence was given in regard to the publication of THE 
MepIcAL JOURNAL OF AUSTRALIA and its distribution to 
doctors in Australia. 

Dr. Richard Arthur, M.L.C., gave evidence concerning 
his examination of Mrs. Farr at Dr. Thompson’s request. 
He had come to the conclusion that she was sane. In 
cross-examination Mr. Watt read a letter from Dr. Jeffreys 
to Professor Farr in which the writer referred to Mrs. 
Farr’s case as one of the most typical he had come across. 
He had also referred to the hereditary taint and the risk 
of the son becoming affected, especially if he came under 
the influence of his mother. The writer further stated 
that he had no hopes of her ultimate recovery. Witness 
said that he had probably seen that letter before he had 
examined Mrs. Farr, because he had put many leading 
questions to her, which he would not have done if he had 
not seen the document. His opinion was as to her con- 
dition at the time. 

Plaintiff was recalled by Mr. Holman and was asked 
to give further information concerning his income. The 
figures were twelve months ended June 30 of the year 
mentioned: 1918, £716; 1919, £1,096; 1920, £1,143; 1921, 
£1,535; 1922, £1,251; 1923, £936. 

To Mr. Watt witness admitted that at the conference 
he had said: “The manner in which I have been treated 


| by the Government is only calculated to give rise to the 


suspicion in the minds of the public, rightly or wrongly, 
that .certain Ministers are shielding certain individuals 
or have been squared.” In reply to the question: “Who 


| were the individuals?” witness said that he supposed that 
| he had had Professor Farr in mind. 


Mr. Watt called his 
attention that the word was in the plural. Witness said 
that Dr. Granville Sharp, Dr. Davidson and Dr. Slnclair 
were not included. No names were mentioned. It was 
intended to apply to anybody who was concerned. Wit- 
ness denied that this was an allegation or even a sug- 
gestion. 

Mr. Normal Edgar Gregg, solicitor for the plaintiff, 
was asked by Mr. Watt about two orders signed by Mrs. 
Farr for £300 and £400 which he had sent to the Public 
Trustee in New Zealand. The Public Trustee had repudi- 





ated the orders. Witness had written to Mrs. McCathie, 
asking her to see Mrs. Farr and induce her to realize her 
obligations to pay the costs of the inquiry. He had also 
said that if she did not, he would go over to New Zealand 
and would let the public judge for themselves. He knew 
| that she had been recommitted to an asylum nine mcnths 
after her arrival in New Zealand. He claimed that the 
doctors had refused to certify her when she had returned 
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to New Zealand. He denied that she had asked to be put 


back into a lunatic asylum to get away from him and 
Dr. Thompson. He said that she had been forcibly taken 
back to New Zealand by her husband, deported from New 
South Wales. 


Evidence for the Defence. 


The first part of the defendants’ case was occupied 
by the reading of evidence taken on commission in -New 
Zealand. The witnesses included Professor Farr, Dr. Jeff- 
reys, Dr. W. G. Baird, Dr. Gieson, Dr. A. E. L. Bennett, 
Dr. A. R. Jordan, Mr. Matthews S. Brown, solicitor, Mr. 
D. Jackson, solicitor, and Dr. Robinson. 

A copy of the judgement of His Honour Mr. Justice 
Street, Chief Judge in Equity, in the inquiry into the 
sanity or otherwise of Mrs. Farr was also tendered and 
read. A letter from Dr. Thompson to Mrs. McCathie was 
also tendered and read. 

The first witness for the defence was Mrs. Catherine M. 
Cook, daughter of Mrs. Metcalfe, with whom Mrs. Farr 
had been placed while released on licence. Mrs. Cook’s 
evidence in chief was substantially the same as that given 
at the Farr inquiry. Mrs. Farr had been seemingly well 
for the first four months of her stay at Bellevue Hill. At 
the end of this period Mrs. Farr had gone with witness 
to the Blue Mountains. While there she had become very 
excited in her way of speaking to people she did not 
know. Her attitude toward her husband had also 
changed at this time. She had then said that she could 
not stand him. At first she had liked Dr. Davidson; 
later she had become enamoured of him. At the time 
she had met Dr. Thompson her condition was worse. Dr. 
Davidson had said that she was to take Mrs. Farr to 
the Mountains to see whether the change would do her 
any good. Witness had first seen Dr. Thompson one 
evening when it was getting dark. He had asked to see 
Mrs. Farr, when she opened the door. She had asked him 
whether he was Dr. Thompson and on learning that he 
was, she had asked him whether he had obtained Dr. 
Davidson’s permission to see Mrs. Farr. He had said 
that he had not. She had refused to let him see her. She 
had then closed the door. She had then opened the door 
again and told him that she was very sorry to be rude, 
but that he could not see Mrs. Farr without Dr. Davidson’s 
permission. He had said that he would take her to court 
and send her to gaol. On October 9, Mrs. Farr had said 

that she was very ill. Witness was going to the All 
School Sports and Mrs. Farr had thought that she ought 
to have stayed at home because she was too ill to be left. 
When she returned, she thought it was in the evening 
after dinner, Mrs. Farr had said that she had rung up 
the police and that she would not stay another night 
in the house. She wanted to go to a rest home; witness 
thought that it was Dr. Thompson’s rest home. She had 
gone to Dr. Gibson and had asked him to ring up Dr. 
Davidson. Dr. Gibson lived opposite. Later she had rung 
up Dr. Davidson and had reported to him. Dr. Davidson, 
she thought, had said that he had made arrangements 
with Dr. Gibson for Mrs. Farr to be taken back to Mount 
Saint Margaret’s Hospital. During the night Mrs. Farr 
was very excitable until a policeman came and then she 
had become quieter. They had taken Mrs. Farr away 
between half-past nine and ten o’clock on Sunday morn- 
ing, October 10. On the Saturday night Dr. Thompson 
had telephoned and said that he wanted to speak to Mrs. 
Farr. She had said that he could not. The policeman 
had come at that moment, so she had said to Mrs. Farr 
that Dr. Thompson wanted her on the telephone and had 
spoken to the policeman. No one 
while she was speaking at the telephone. On Sunday 
morning Dr. Thompson had telephoned again and she 
had asked him whether he had permission from Dr. 
Davidson to speak with Mrs. Farr. He had insisted and 
after both had repeated the same thing several times, she 
had hung up the receiver. Mrs. Farr had been allowed 
to go out by herself. Witness had been frightened lest 
Mrs. Farr should do something on the Saturday night. 
To Mr. Holman witness stated that Mrs. Farr had gone 
out as she pleased until the last few days in September. 


was near Mrs. Farr | 





Mrs, Farr had said that she would like to see her son, 


ee 


but witness did not think that she had ever mentioneg 
that the separation was causing her a certain amount of 
depression. Mrs. Farr had not connected Dr. Davidson 
with the disappointment at not being able to return to 
New Zealand. Witness was closely questioned concerning 
incidents when Mrs. Farr had entered into heated argy. 
ments with strangers. She was further questioned cop. 
cerning the dates and events of the days immediately 
before Mrs. Farr was returned to Mount Saint Margaret's 
Hospital. Dr. Davidson had not seen Mrs. Farr on the 
Saturday or Sunday. She had taken Mrs. Farr ito gee 
Dr. Davidson after her return from the Mountains. She 
had been very excited then. Witness said that Dr. Thomp. 
son had called for the first time on some day before 
October 9. He had been at the house only twice. She 
had shut the door on Dr. Thompson’s face on a day 
before that Saturday, while his first visit must have been 
on a day before that. She could not swear as to dates 
or days. 

Dr. H. C. McDouall, the Medical Superintendent of 
Gladesville Hospital, gave evidence concerning Mrs. Farr’s 
mental condition. She had been in the hospital from 
January 3, 1921. She was suffering from a recurrent 
mania. In his opinion she had not been strictly normal 
during the whole time she had been in the hospital. He 
had been aware that correspondence was being main- 
tained between Mrs. Farr and Dr. Thompson. He had 
intercepted one letter and had not forwarded it. This 
was in accordance with the usual practice of the hospital. 

Mr. Holman asked witness whether he had had any 





previous knowledge of Mrs. Farr’s case before January, 
1921. Witness replied that he had not. Had any inquiry 
been made of him concerning her history, he would have 
repeated to the inquirer what others had communicated 
to him. He did not think that it would have been possible 
to have diagnosed that she was suffering from folie cir- 
culaire apart from the history. The history was one of 
the most important things in these cases. He would not 
expect that a patient suffering from recurring insanity 
for nine years would show the ravages of the disease; in 


| that form of insanity it might go on for thirty or forty 
| years without showing much deterioration. Dr. McDouall 


was asked about the indications of sub-acute mania ex- 
hibited by Mrs. Farr while in hospital. He stated that 
there was loquacity, talkativeness and what was called 
“pressure of speech.” These were the most evident signs. 
Mrs. Farr had found fault and complained about trivial 
things. After Mr. Holman had read a letter from Mrs. 
Farr to Dr. Thompson, witness stated that the whole 
letter suggested to him a disordered mind. He admitted. 
that to the ordinary medical man without special know- 
ledge cf psychiatry the letter might not convey the fact 
that her mind was deranged. Witness said that he would 
not rely solely on letters when determining whether a per- 
son was sane or insane. Witness was asked a large number 


| of questions in connexion with the letter and with the 
' diagnosis of the manic-depressive form of sanity. He was 


also asked whether he would have discussed Mrs. Farr’s 
case with Dr. Thompson, had he made inquiries. Witness 
stated that he did not know what he would have done. 
Mrs. Farr was not supposed to have been a patient of Dr. 
Thompson and therefore he might have hesitated. 

Dr. W. Gordon Cumming Smith gave evidence of his 
experience of Mrs. Farr while a patient at Mount Saint 
Margaret’s Hospital from 1915 to the beginning of 1921, 
with the exception of when she was on leave. She was 
suffering from folie circulaire. When she came back in 
October, 1920, she talked chiefly of having had pelvic 
trouble. She had been generally excited and dissatisfied 
and threatened suicide, if she were not allowed to leave 
the hospital. She had informed the Mother Superior that 
under no circumstances would he make a pelvic examina- 
tion, although he would make a general physical exam- 
ination. This was on account of her previous history. If 
a pelvic examination were necessary, it could be under- 
taken by a surgeon of repute who might be called in. 
She had complained of almost every disease imaginable. 
He did not know why she had been removed to Glades- 
ville, but he knew that she had threatened viglence to 
herself, 
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During the cross-examination witness stated his reasons 
for making the diagnosis in Mrs. Farr’s case and also 
discussed the relative value of personal observation and 
consideration of the history in making a diagnosis of this 
form of insanity. Witness said that the three phases of 
the cycle tended to resemble the phases in the subsequent 
cycles. Witness did not think that Mrs. Farr’s complaints 
were due to the uterine displacement for which Dr. Fore- 
man had operated. She had been out of the hospital for 
jong periods when she would have had ample opportunity 
of going into the question of her uterine trouble during 
the four years prior to the operation. Witness did not 
think that her physical condition had much to do with 
her mental state. Several questions were asked in regard 
to the hypothetical case of a sane woman being shut up 
by some accident in an asylum; witness said that he 
would not be surprised if she exhibited anger at first and 
later despondency. ‘The differentiation between the sane 
person in these circumstances and an insane patient would 
be made from the symptoms. Witness stated that the in- 
sane patient would manifest signs of insanity, which would 
depend on the patient and the form of mental disease. 
Witness was also cross-examined in regard to a letter 
Mrs. Farr had written to Dr. Thompson. Witness noted 
delusional complaints in the letter. He thought that the 
letter was quite characteristic of her condition. Witness 
further stated that he had very little to do with tne 
granting of leave to Mrs. Farr. She had been under the 
care of Dr. Davidson and Dr. Sharp. At times she had 
stayed in the hospital when she might have been on leave, 
put witness held that she was really better when she 
was in hospital. 

Witness was asked by Mr. Watt whether he would have 
given Mrs. Farr’s history to Dr. Thompson had he come 
tohim. He replied that he would have given him a rough 
sketch of her mental symptoms and her history. He would 
have referred him to the relatives in regard to details 
of her family life. Had Dr. Thompson told him that he 
had formed grave suspicions of malpraxis and that he 
intended to stir up full publicity in the case, witness 
would have told him that she was an insane person of 
that particular type and that no statement made by her 
would be reliable. He should satisfy himself by getting 
information from a reliable source. 


Dr. Chisholm Ross also gave evidence. He had seen Mrs. 
Farr as a patient on December 7, 1915, and after exam- 
ination he had certified her as insane. At first he had 
not put her complaint into any category, but later he had 
been satisfied that the affection was folie circulaire. The 
evidence was substantially the same as that given at the 
Farr inquiry before Mr. Justice Street. In reply to Mr. 
Holman witness said that he did not know whether he 
had certified Mrs. Farr after an interview lasting only 
nine minutes. If he had done so, the condition must have 
been very obvious. Under the heading: “Facts indicating 
insanity observed by me” he had written: “She relates 
garrulously and copiously without any sense of propor- 
tion many vicissitudes and experiences. She states that 
for periods she is very depressed, at others unduly ex- 
cited and that it has been necessary that she be treated 
for the condition. At present she is over-confiding and 
remarkably irresponsible in her statements.” Witness 
was sure that he could have certified her without the 
previous history in less than nine minutes. 


Dr. Andrew Davidson gave evidence at considerable 
length. He related the circumstances under which he 
had first attended Mrs. Farr. Professor Farr had seen 
him and had practically entrusted her to his care. She 
had then been at Mount Saint Margaret’s Hospital. He 
had examined her to ascertain whether she was fit to 
be allowed out on leave. As she had complained of symp- 
toms of pelvic trouble, he had sent her to Dr. Foreman, 
an eminent gynecologist. Dr. Foreman had found it 
advisable to perform an operation. This had been done 
at a private hospital called Clarmore. Witness had seen 
her at intervals from then onward. At first she had been 
under the care of Mrs. Metcalfe and Mrs. Cook. Witness 
had seen Mrs. Farr on September 5, September 28 and 
October 2. He had come to the conclusion that she was 








again becoming maniacal. He had had misgivings on 
October 2 whether he should not have her detained at 
Mount Saint Margaret’s Hospital where he had met her 
accidentally. He then described what had occurred on 
October 9, when Mrs. Cook had reported that she was 
becoming unmanageable. He recognized at that time 
that what he had feared had come to pass. Witness had 
had a conversation with Dr. Thompson over the tele- 
phone on October 9, but the conversation was most diffi- 
cult. Instead of having an opportunity of informing Dr. 
Thompson about the conditions, Dr. Thompson had 
monopolized the line of conversation. Witness endeavoured 
to persuade Dr. Thompson to see him on the following 
Monday. Dr. Thompson had tried to persuade witness 
not to send the patient to Mount Saint Margaret’s Hos- 
pital, as he said he was about to do and evidently made it 
a sort of condition. Witness was not certain whether he 
had mentioned the name of the hospital at that time. 
Mrs. Farr’s return to Mount Saint Margaret’s Hospital 
had not been determined by the fact of Dr. Thompson’s 
interviews with her. Witness had not seen Mrs. Farr on 
October 9, when he had arranged with Dr. Gibson to have 
her taken to Ryde. It was unnecessary. He had seen 
her on October 24. In the meantime she had been under 
the competent care of Dr. Cumming Smith. On the Tues- 
day Dr. Thompson had telephoned to ask the name of the 
hospital to which Mrs. Farr had been sent. Instead of 
answering him, witness had pressed him to call on him. 
Witness had said that he would prefer not to discuss the 
matter over the telephone. The matter had ended there. 
Witness further gave an account of the events that led 
to her transfer to the Gladesville Hospital. She had 
threatened to harm herself and he had not been prepared 
to accept the responsibility of keeping her at the private 
hospital. Mrs. Farr had asked to be transferred to 
Gladesville. When he had seen her on January 23 at 
Gladesville, witness had been very disappointed . Mrs. 
Farr had then been full of complaints and obviously she 
was disappointed. He also answered question in regard 
to Mrs. Farr’s bearing toward himself. Witness denied 
that he had been in any way associated with Professor 
Farr in an attempt to keep Mrs. Farr improperly in the 
asylum for the purpose of gain. He had acted solely in 
her interest. Mrs. Farr had not been persecuted and her 
husband had not deserted her. There was no truth as far 
as he was concerned that she had been incarcerated owing 
to the fact that she had interviewed Dr. Thompson. 

In reply to Mr. Holman witness stated that on Septem- 
ber 28 he had spoken sharply or firmly to her about the 
attitude toward her husband, which he regarded as a very 
foolish one. He did not admit that he had had an alter- 
cation with her or that this conversation had anything 
to do with the behaviour to him on October 2. 

Mr. Holman subjected witness to a very long cross- 
examination dealing on the diagnosis of folie circulaire 
in general and of the condition from which Mrs. Farr 
was suffering, in particular. In reference to the incidents 
of October 9, Mr. Holman put it to witness that he had 
not seen his patient since October 2; that Dr. Thompson 
had said that she was not a proper subject for incar- 
ceration at that moment; that witness had a statement 
from Mrs. Metcalfe and her daughter that Mrs. Farr was 
becoming unmanageable; that he had no idea what these 
ladies might have done to provoke temper or resentment 
on Mrs. Farr’s part; was it not a very serious thing to 
shut his woman up for forty-eight hours when she might 
presumably have been at liberty. Witness pointed out 
that after he had telephoned to Dr. Thompson and had 
found that he was not at home, repeated messages haa 
come from Mrs. Metcailfe’s house that things were getting 
worse. Moreover, he had observed that Mrs. Farr had 
been passing into the manic phase since the end of Sep- 
tember. He felt that he had to act urgently. After he 
had made the arrangements to send Mrs. Farr back to 
Mount Saint Margaret’s Hospital, Dr. Thompson had rung 
him up. In regard to differences of opinion between 
medical men, witness stated that he had known the 
patient for twelve months, while Dr. Thompson had 
known her for only a little while. Witness was quite 
sure that he had pressed Dr. Thompson to call and see 
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him. He had done this during both telephonic conversa- 
tions. On the Tuesday, he had not told Dr. Thompson 
where Mrs. Farr was, but had pressed him to come to 
see him. 

Dr. Granville Gilbert Sharp gave evidence in regard 
to his position relative to Mrs. Farr. Professor Farr, 
whose nephew he was, had appointed him his attorney in 
all affairs concerning his wife while she was in New South 
Wales. There was no truth in the assertion that he had 
been paid £600. He had not received a penny for his 
services. He had rendered accounts and had submitted 
vouchers either to Mr. Brown, Mrs. Farr’s solicitor in New 
Zealand or to the Public Trustee in Christchurch. He 
related the steps he had taken to provide safe and com- 
fortable surroundings for Mrs. Farr. 

In reply to Mr. Holman witness gave information con- 
cerning the medical practitioners to whom Mrs. Farr had 
been referred. Some replies were concerned with the 
operation performed by Dr. Foreman. He also gave an 
account of the manner in which money had been received 
and paid out on behalf of Mrs. Farr. Witness also stated 
that he had written a letter relating to the subsequent 
history of Mrs. Farr, addressed to Dr. Sinclair. This 
letter had been read at a certain meeting of the New 
South Wales Branch of the British Medical Association, 
but his name had not been mentioned at first. He had 
given permission that the letter might be read. Later, 
when Dr. Thompson and others objected to the anonymity, 
he had no hesitation in allowing his name to be men- 
tioned as the author. 

To Mr. Watt witness stated that that letter had not 
contained any lies. 

Sister Mary Theresa, who was the sister in charge of 
Mrs. Farr during the time when she was in Mount Saint 
Margaret’s Hospital, gave evidence concerning Mrs. Farr’s 
condition of excitability and exaltation when she returned 
on October 10, 1920, and also concerning the subsequent 
course of events. 

Dr. A. J. Gibson also gave evidence concerning his ex- 
perience of Mrs. Farr’s condition on three occasions when 
she had consulted him on September 29, October 1 and 
October 7, 1920. 

Dr. Thompson was then recalled. He stated among 
other things that it was not a fact that Dr. Davidson 
had invited him to call to discuss Mrs. Farr’s case when 
he had spoken on the telephone on the Tuesday. Dr. 
Davidson had refused to tell him where Mrs. Farr was. 
On the Saturday night it was he not Dr. Davidson who 
had mentioned a consultation. At that time he had no 
knowledge of Mount Saint Margaret’s Hospital. Mrs. 
Farr had told him that she had been threatened with re- 
moval to Ryde. She had not said where in Ryde. 


The Defence. 


Mr. Watt then addressed the jury. First of all he called 
attention to the fact that nearly two years had been 
allowed to elapse between the publication of the article 
complained of and the issuing of the writ. If a man were 
injured, it would not take two years for him to discover 
his hurt. The plaintiff claimed that the article, pub- 
lished in THk MEDICAL JOURNAL OF AUSTRALIA on June 25, 
1921, contained certain statements which were false and 
malicious. The defendants claimed that they were true; 
that in so far as they were comments on facts they were 
fair comment and that they were published for the public 
benefit. There was no question concerning the publica- 
tion. In the first place they would have to determine 
whether the article was defamatory. Defamation was 
that which held a man up to public scorn, ridicule or 
contempt. If the words were defamatory, they would 
have to decide whether the circumstances justified their 
publication. That would be fair comment. He suggested 
that the jury would find that the statements in the article 
were substantially true and that it was a matter of public 
interest that they should be published. In such circum- 
stances the verdict would necessarily be for the defend- 
ants. Counsel proceeded to speak of the possibility that 
the jury did not think that the defendants had made out 
their case. He hoped to convince them that even if they 





held such a view, the plaintiff would not be entitled 4 
one penny damages. He was entitled to nothing. Thy, 
reason was that if someone went round throwing charges 
about, showing that he had no regard for the reputation 
of others, he could not come into court and complain 
because people said something as bad or even worse about 
him. ‘ 

At this stage His Honour stated that his recollection 
of the law was that if a man made charges and wa 
charged himself, he was entitled to a nominal sum. yy 
Watt then addressed His Honour on certain points of 
law. He cited a case (Henley versus Eyles) to show that 
it was open to the defendants to show that the plaintig 
was a man who used violent and abusive language tg 
other people. This could be used in claiming mitigation 
of damages. 

Addressing himself again to the jury Mr. Watt pointeg 
out that the question of Mrs. Farr’s sanitay or insanity 
only came into the case as a side issue. It was only im. 
portant in so far as it touched on the question whether 
Dr. Thompson had: any justification whatsoever in making 
the charges he had made against medical practitioners or 
whether his charges were not reckless and inconsiderate, 
Mr. Watt then read the article from beginning to end, 
In doing so he referred to the fact that counsel for the 
plaintiff had admitted that the first part was merely a dis. 
cussion as to the propriety of the provisions of Section 
99. The first sentence dealing specifically with the Farr 
case was that beginning with “Recently the Judge in 
Lunacy was compelled to make a prolonged inquiry.” 
Reference was then made to a condensed record of the 
case published in another part of the issue of THE Menica, 
JOURNAL OF AUSTRALIA of June 25, 1921. The jury had Mr. 
Justice Street’s judgement before them and they could see 
that the Judge did find that the proceedings had not been 
necessary for the protection of Mrs. Farr. The following 
sentences were equally justified. In regard to the sen. 
tence: “The Judge commented in no uncertain terms on 
the intemperate, unjustifiable and cruel action of the 
applicant, Dr. G. S. Thompson.” Mr. Watt said that, 
while it would be invidious for him to draw attention to 
any one judge as against another, Mr. Justice Street, 
like all the other judges, possessed a keen mind, was of 
long experience, was accustomed to calm judgement and 
was not given to flamboyant condemnations. Moreover, 
this was a considered judgement. This was not the 
journal who said this; it was a Supreme Court Judge 
who had the opportunity of judging. Mr. Watt reminded 
the jury that Dr. Thompson had said that he was pre 
pared to put himself against the whole of the profession. 
As the Judge said: “He put himself against the profes 
sion, relying upon the assurances of a lady whom he 
knew to be certified as of unsound mind.” He asked what 
would have happened to Mrs. Farr had she been cast 
adrift and given her liberty, a lady of unbalanced mind 
and judgement, a lady whose propensities were such that 
a doctor at the asylum would not undertake the respon- 
sibility of an individual examination of her unless some- 
body was present. They had learned that when she went 
back to New Zealand, she was back there no time before 
she'had to be reincarcerated; she actually went there on 
her own motion. 

Coming to the second part of the article, Mr. Watt in- 
formed the jury that in Great Britain the name of a 
registered medical practitioner could be removed from 
the medical register if, after due inquiry, he were judged 
to have been guilty of infamous conduct in any profes 
sional respect. He enlarged on the meaning of the term. 
He claimed that if the plaintiff were guilty of what was 
charged in the article, he would be guilty of infamous 
conduct in a professional respect. He did not think that 
there was any question about the fact that Dr. Thompson 
had insinuated himself between a medical practitioner 
and his patient. Whether that was right or wrong dui 
not matter; the fact had been stated and it was a true 
statement. He would ask the jury to exercise their judge- 
ment as to whether what followed did not justify the 
statement that Dr. Thompson had defied all the rules of 
medical ethics and had sought to follow the patient from 
pillar to post. Dr. Thompson had first of all met this 





tiou! 


Bye 


hav 
Stre 






» 1928, 














entitled t 
hing, The 
Dg charges 
reputation 
P Complain 
orse about 

















recollection 
S and was 
sum, Mr, 
Points of 
D show that 
he plaintig 
anguage to 
mitigation 











Jatt pointed 
or insanity 
as only im. 
on whether 
In making 
titioners or 
considerate, 
ng to end, 
Sel for the 
erely a dis. 
of Section 
1 the Farr 
Judge in 
1 inquiry,” 
ord of the 
HE Mepicar, 
ry had Mr, 
’ could see 
d not been 
+ following 
0 the sen. 
terms on 
mn of the 
said that, 
tention to 
ce Street, 
id, was of 
ment and 
Moreover, 

not the 
rt Judge 
reminded 
was pre 
rofession, 
le profes: 
whom he 
ked what 
yeen cast 
ced mind 
such that 
e respon- 
28S some- 
she went 
1e before 
there on 




























































Watt in- 
me of a 
ed from 
e judged 
’ profes- 
he term. 
hat was 
nfamous 
ink that 
10mpson 
stitioner 
ong dili 
/ a true 
r judge- 
‘ify the 
rules of 
nt from 
let this 


























Novemper 17, 1928. 


al 


sually in his consulting room; then he had gone 
her place and had examined her there; then he 








lady ¢a 
out to 


had followed her and corresponded with her surrepti- | 


tiously and had broken the rules of the institution. Then 
he had gone to the political authorities and from them he 
had gone to the power that he conceived was above the 
political government, the Australian Labour Party. 
gventually he had gone to the Equity Court. And even 
when he had had what they would have hoped would 
have been his quietus in the judgement of Mr. Justice 
street, he had not let the matter rest, but had followed 


1HE MEDICAL JOURNAL OF AUSTRALIA. 





it over to New Zealand. The journal had been justified 
in stating that he had written a letter to the Premier of 
New South Wales containing allegations against Professor 
Farr and those who were advising him. The next sen- 
tence contained an adoption of the conclusions of Mr. 
Justice Street. In the sentence: “To level such a charge 
on several medical practitioners of the highest integrity 
and repute on the statement of a person of unsound mind 
is surely infamous conduct in a _ professional respect,” 
they had what was claimed to be the libel. What was 
said was true and the comment was fair. He reminded 
the jury that Mr. Justice Street had felt contrained to con- 
clude that the language used by Dr. Thompson amounted 
to nothing more or less than a charge of conspiracy of 
the grossest kind, a conspiracy to keep the lady in an 
asylum for their personal gain. Was a man to be per- 
mitted to charge the men who stood high in their profes- 
sion with a criminal conspiracy such as this? 

Counsel then dealt with the question of damages, assum- 
ing for the time that the jury might find that the defence 
had not been fully established. First of all they would 
have to say what wrong, if any, had been inflicted on 
the plaintiff and from that wrong what losses had resulted 
to him. The plaintiff would have to prove that that loss 
had resulted from the publication of the article and not 
from other causes. The expulsion of the plaintiff from 
the British Medical Association had nothing to do with 
the case. If Dr. Thompson had lost practice because of 
his expulsion, he could not claim to have lost it as a 
result of the alleged libel. If he had suffered in this 
way wrongly, he had his remedy from the New South 
Wales Branch of the British Medical Association. If he 
had lost his practice rightfully, then he could not claim 
anything. Counsel did not know that he had lost his 
practice in any untoward way at all. Moreover, he had 
been strongly animadverted upon by Mr. Justice Street. 
Mr. Watt dwelt on the great publicity given to the Farr 
inquiry and Mr. Justice Street’s condemnation of Dr. 
Thompson. It was far-fetched to suppose that the patients 
read THE MEDICAL JOURNAL OF AUSTRALIA, but everyone 
read the daily newspapers. He read and displayed the 
large type headlines employed in the morning and evening 
newspapers. He maintained that if the jury would take 
Mr. Justice Street’s judgement and the article in THE 
MepicAL JOURNAL OF AUSTRALIA and read ‘them side by 
side, they would find that the former was ten times 
stronger than the article complained of. Coming to the 
point of the amount of compensation they might award 
as general damages, Mr. Watt said the unwarrantable and 
intemperate way in which he had attacked everybody 
connected with the Farr case showed that Dr. Thompson 
had not the slightest regard for the reputation of others 
and when a man had no regard for anybody else’s reputa- 
tion, a jury of common sense men would give him nothing. 
The plaintiff had shown how suspicious he was and what 
a sinister aspect he had revealed. He had rushed in with 
the vilest accusation against men, against whom, when 
counsel had faced him with their reputation in the wit- 
ness box, he had to admit he could not say a word. He 
had tried to pretend that he had not wanted to include 
in the charge those whom Mr. Justice Street found he 
had included. 

Mr. Watt read Dr. Thompson’s letter to Mr. John Storey 
and the report and asked the jury whether they could have 
the slightest doubt but that the writer of it had intended 
to convey that something criminal in its nature was 
going on. In this connexion Mr. Watt suggested that no 
one could have raised the slightest objection if Dr. Thomp- 
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son in a bona fide manner had lodged the affidavit in an 
unobtrusive way and had given the foundation of his 
belief without stirring up public attention. The inquiry 
could have taken place with due regard to the interests of 
the people involved, with some decency of reasonable 
privacy and in such a way that, whatever the outcome, 
Mrs. Farr would not have been ashamed to walk down 
the street after it was all over. Why should the matter 
have been made a Government matter? Had the inquiry 
been conducted quietly, there would have been very little 
limelight. Mr. Watt proceeded to read various documents 
that had been collected in the file and produced at the 
official deputation of the Australian Labour Party to Mr, 
Storey. The letter from Mr. Storey to the Prime Minister 


| of New Zealand was read. Counsel suggested that this 


letter had been written on the promptings of Dr. Thomp- 
son. Did Dr. Thompson pretend that he had not made 
serious allegations against Dr. Davidson and Dr. Sharp, 
when he had induced the Premier to write: “Does the 
Professor approve of the public arrangements made here 
by Dr. Davidson and Dr. Sharp?” Dr. Thompson had 
had access to all the documents, but had ignored them. 
He had stated in the witness box that he had not the 
slightest doubt as to the capability and the honesty of 
Dr. Sinclair. Dr. Sinclair’s report had been available to 
him, if he had cared to use it. 

Later in dealing with the newspaper report of the 
speech delivered by Dr. Thompson at the conference of 
the Australian Labour Party Mr. Watt reminded the jury 


| that plaintiff had denied that he had said that he was not 


such a fool as to imagine that doctors could not be bought 
and bribed. The report in the newspaper contained this 
statement and Dr. Thompson had not even taken the 
trouble to write to the paper to correct the statement. 
Mr. Watt then turned to the question of infamous con- 
duct in a professional respect and quoted the case of 
Allison versus the General Medical Council. Allison had 
been found to be guilty of infamous conduct in a pro- 
fessional respect because he had advertised himself and 
reprobated his brother practitioners. The Court of Appeal 
in England had found that the General Medical Council 
had been within its rights to adjudge him guilty of in- 
famous conduct in a professional respect. In the present 


| case the reprobation of his brother practitioners was 


infinitely worse than in the Allison case, because it was 
not merely an insinuation of their want of skill or ability. 
but it was an allegation against men of the highest pro- 
fessional standing and honour that they were engaged in 
a wicked and cruel conspiracy. The defendants would 
not have objected if Dr. Thompson had merely gone to 
the Judge, believing that Mrs. Farr was sane; they would 
not have complained if he had merely put his own 
opinion against the opinion of the whole of the medical 
profession. But when he coupled with these claims 
charges amounting to criminal misconduct, the defendants 
objected. They said that he should be made answerable 
to a court of medical ethics. Dr. Thompson had not 
gone to Dr. Chisholm Ross or to Dr. Sheldon who had 
certified Mrs. Farr; he had pitted his word against that 
of Dr. Davidson. He had given Dr. Davidson the lie direct 
and had charged him with perjury in the box. He had 
gone to none of the authorities in the asylum. Dr. 
Thompscn had been in conflict with practically every 
witness in the case and in serious conflict with Professor 
Farr. Professor Farr’s evidence had been taken on com- 
mission in New Zealand and the evidence had been read 
in court. 

Mr. Watt, having dealt with the greater part of the 
evidence and many of the documents that had been pro- 
duced in court, then recounted to the jury the course of 
events in so far as they were concerned with Dr. Thomp- 
son’s dealings with Mrs. Farr. He pointed out that tnis 
lady came to him a complete stranger. For some weeks Dr. 
Davidson had been watching the gradual oncoming of the 
manic stage of her affection. On October 2 he found that 
she was passing into the difficult stage and he hesitated 
whether or not he should retain her at Mount Saint Mar- 
garet’s Hospital where she had gone of her own free will. 
He confirmed this by writing a letter to Dr. Sharp in which 
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he stated that he was afraid that it would not be long 
before she would have to go to hospital again. On October 
6 she visited Dr. Thompson and seized the opportunity of 
putting before him a long rigmarole about her husband’s 
maltreatment. That sort of thing should have put him on 
his guard. He had not known her before and had nothing 
to go on but a few documents and her statements. He 
stated that he had cross-examined her. She had then told 
him about the way in which she had been robbed and 
about the way in which she had been treated. He had 
discovered that she had an estate of about £15,000. Mrs. 
Farr had then gone back and the two ladies in whose 
charge she was, had stated that she had kept up her state 
of excitement until Saturday, October 9. He had then got 
into the house after a protest and, Mr. Watt thought, after 
threatening to call the police. Dr. Thompson himself had 
said that it was unethical for a doctor to visit the patient 
of another doctor at the patient’s house, but he had done 
this. He had forced or insinuated himself into the house. 
Then the most unfortunate thing that could have happened, 
took place. Dr. Thompson made a manual examination of 
her pelvic condition. It had been shown from the evidence 
that the lady, when her «xcitement period came on, became 
susceptible to erotic influences. When Mrs. Cook returned 
to her home the patient had become practically uncon- 
trollable. Mr. Watt suggested that it was a glaringly im- 
proper thing for a medical man to do to examine this 
patient in this way. He then recited the sequence of events, 
how Mrs. Cook had gone to Dr. Gibson for help, how they 
had communicated with Dr. Davidson and how the latter 
had asked Dr. Gibson to make the necessary arrangements. 
Dr. Gibson had called in the aid of the police and had 
telephoned to the hospital, but he had not seen Mrs. Farr, 
because he knew what the patient was. Then the patient 
had come under the care of Sister Mary Theresa, a woman 
with a kind heart and a sense of humour. 
(To be continued.) 
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Wedical Appointments, 


THE Commission of Public Health of Victoria has ap- 
pointed the surgeries of the undermentioned as places for 
public vaccination at stated hours: Dr. L. V. Darpy 
B.M.A.) at Ultima; Dr. S. E. Francis (B.M.A.) at Bel- 
grave; Dr. S. H. HaLrawan (B.M.A.) at Spring Vale; Dr. 
C. E. Jevpart (B.M.A.) at Cohuna; Dr. M. M. MAILER 
(B.M.A.) at Coburg; Dr. O. W. Rawson (B.M.A.) at 
Elmore. 

* * co * 

Dr. J. S. A. Rocers (B.M.A.) has been appointed tem- 
porarily Superintendent of the Hospital for the Insane at 
Beechworth, Victoria. 

cf * * 

Dr. E. ANGAs JOHNSON (B.M.A.) has been appointed 
temporarily Deputy Inspector-General of Hospitals in South 
Australia. 
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Wedical Appointments Vacant, etc.. 


For ‘announcements of medical appointments vacant, assist- 
ants, locum tenentes sought, etc., see “Advertiser,’ page xviii. 


Home Hixxy District HospiTaL, QUEENSLAND: Medical Officer. 
Renwick HospiTaAL FOR INFANTS, SYDNEY: Honorary 
Assistant Physician to Out-Patients’ Department. 





Medical Appointments: Important Motice, 


MEDICAL practitioners are requested not to apply for any 
appointment referred to in the following table, without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of 
the British Medical Association, 429, Strand, London, W.C., 





BRANCH. APPOINTMENTS. 





Australian Natives’ Association 

Ashfield and District Friendly Societies’ 
Dispensary 

Balmain United Friendly Society's Dis. 
pensary 

Friendly Society Lodges at Casino 

Leichhardt and Petersham Dispensary 

Manchester Unity Oddfellows’ Medical 
Institute, Elizabeth Street, Sydney 

Marrickville United Friendly Societies’ 
Dispensary 

North Sydney United Friendly Societies 

People’s Prudential Benefit Society 

‘Phenix Mutual Provident Society 


NEw SdutH WALES: 

Honorary Secretary, 

30 - 34, Elizabeth 
Street, Sydney 





All Institutes or Medical Dispensaries 

Australian Prudential Association Pro- 
prietary, Limited 

Mutual National Provident Club 

National Provident Association 


VicTorIA : Honorary 

Secretary, Medical 

Society Hall, East 
Melbourne 








QUEENSLAND :. Hon- 
orary Secretary, 
B.M.A. Building, 
Adelaide Street, 
Brisbane 


wade md United Friendly Society Insti- 
ute ; 
Stannary Hills Hospital 





SoutH AUSTRALIA: | Contract Practice Appointments at Ren. 
Honorary Secretary, 
12, North Terrace, 


mar 
Contract Practice Appointments in South 
Adelaide i 


Australia 








e 
WESTERN AUS- 
TRALIA: Honorary All 
Secretary, Saint 


George’s Terrace, 
Perth 


Contract Practice Appointments in 
Western Australia 





New ZEALAND 

(WELLINGTON DIVI- 

SION): Honorary 

weaaire Welling- 
on 


Friendly Society Lodges, Wellington, 


New Zealand 








Diarp for the WBontb. 


- 20.—New South =e Branch, B.M.A.: Executive and 


Finance Committee. 
. 20.—Illawarra Suburbs Medical Association, New South 


ales. 
. 21.—Victorian Branch, B.M.A.: Council; Nomination of 
Representative of Group on Council, London. 
. 21.—Western Australian Branch, B.M.A.: Branc 
22.—Brisbane Hospital for Sick Children: 
Meeting. 
. 27.—New South Wales Branch, B.M.A.: Medical Politics 
Committee; Organization and Science Committee. 
. 29.—South Australian Branch, B.M.A.: Branch. 
. 30.—New South Wales Branch, B.M.A.: Branch. 
4.—New South Wales Branch, B.M.A.: Ethics Committee: 
5.—Victorian Branch, B.M.A.: Annual General Meeting. 
5.—South Sydney Medical Association, New South Wales. 
. 1l1.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 
. 12.—Western Australian Branch, B.M.A.: Council. 


Editorial Motices, 


MANuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to THE MEDI- 
CAL JOURNAL OF AUSTRALIA alone, unless the contrary be stated 

All communications should be addressed to “The Editor,” 
THE MEDICAL JOURNAL OF AUSTRALIA, B.M.A. Building, 30-34, 
Elizabeth Street, Sydney. (Telephone: B. 4635.) 

SUBSCRIPTION RatTes.—Medical students and others not re- 
ceiving THm MegpiIcaAL JOURNAL OF AUSTRALIA in virtue of mem- 
bership of the Branches of the British Medical Association in the 
Commonwealth can become subscribers to the journal by apply- 
ing to the Manager or through the usual agents and book-sellers. 
Subscriptions can commence at the beginning of any quarter and 
are renewable on December 31. The rates are £2 for Australia. 
and £2 5s. abroad per annum payable in advance. 
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